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3Introduction to the Portfolio
This is a portfolio of work completed across three years of a PsychD Clinical 
Psychology training programme.
The portfolio is split into two volumes: the first is a public volume that will be held 
in the library at the University of Surrey; the second is a private volume containing 
more sensitive and confidential material and will be stored electronically and 
securely in the Psychology department at the University of Surrey. This is the first 
volume.
Each volume is further divided into three dossiers: academic; clinical; and research. 
In this volume, the academic dossier comprises a literature review, an essay, two 
reflective accounts of problem-based learning exercises, and summaries of process 
accounts of the first two years of a personal and professional learning and 
development group. The clinical dossier contains five clinical case reports (one of 
which is a summary of oral presentation of material), together with a summary of 
the clinical experiences gained across five placements. The research dossier 
contains a service-related research project, major research project and qualitative 
research project.
The aim of the portfolio is to give the reader a sense of the breadth and depth of 
work completed over the three years, together with a sense of the developmental 
progression of the author across her training.
Statement of Copyright
No part of this portfolio may be reproduced without permission of the author, 
except for legitimate academic purposes.
© Jemeela Savage
4Academic Dossier
This dossier begins with a literature review completed in year one of the PsychD 
training programme and is followed by a professional issues essay completed in the 
second year.
It then contains two reflective accounts of problem-based learning exercises that 
were completed at the start of the first two years of the programme.
There are then two summaries of process accounts of a Personal and Professional 
Learning Discussion Group; the full accounts of these are included in Volume Two of 
this portfolio.
5Attachment and Borderline Personality Disorder: A review of recent studies
Literature Review 
January 2010 
Year 1
6Declaration of Position
I write from a position of valuing the importance of good quality, stable early 
relationships in childhood. I believe that these early relationships are crucial in 
defining our ability to integrate ourselves with the world around us. I draw on both 
personal and professional experiences and relationships which consistently and 
strongly reinforce this view and render it central to both my personal life and 
professional practice.
Abstract
Attachment theory suggests that the relationship between a child and their primary 
caregiver has important implications for a child's sense of self, others and the social 
world. These representations, called internal working models that are developed 
during childhood are thought to influence self-regulation in later relationships. The 
difficulties experienced by those with Borderline Personality Disorder (BPD) have 
been extensively investigated in relation to attachment theory and how an 
understanding of the development of a person's internal working models can be 
used to explain the later development of this pervasive and debilitating disorder. 
This literature review critically examines five recently published studies which have 
investigated attachment styles in people with a diagnosis of BPD or BPD symptoms. 
The findings here suggest that insecure attachment contributes to the problems 
experienced in BPD but that there is not one attachment style unique to the 
disorder. Implications for practice and future research are considered.
7Introduction
Attachment theory
Attachment theory suggests that the affective relationship which develops between 
child and caregiver influences the child's emerging sense of self and developing 
view of the social world. The seminal developmental theory of attachment emerged 
from the work of John Bowlby who suggested that children's innate need for 
proximity to a primary care giver, usually the mother, is as instinctive as that for 
survival and that the absence or unavailability of the primary caregiver would result 
in feelings of loss and anger.
Bowlby conceptualised attachment behaviours as those which result in a person 
attaining or retaining proximity to a preferred individual (Bowlby, 1969). In infancy 
these behaviours include clinging, crying, smiling and monitoring caregivers. It has 
been suggested that attachment behaviours are fundamental to human survival 
both in terms of eliciting a protective parental response and also in the containment 
of aversive emotional states (Bowlby, 1969).
Bowlby postulated that through the repeated exchanges with the primary caregiver, 
children developmental representations of self and others, which he termed 
"internal working models" (Bowlby, 1973). During a child's early life it is thought 
that these working models are encoded into procedural memory as expectations 
about interpersonal relationships which depending on the experiences of the child 
and the way in which they are responded to by the caregiver can make the child feel 
secure or not. Parental responses serve to enhance and reinforce the child's 
positive emotional states and soothe negative emotional states through providing 
protection when the child is upset. Subsequently it is thought that these working 
models influence relationships contribute to organising personality development 
and the regulation of affect within the individual (Bowlby, 1973).
8One challenge I faced whilst reading about attachment theory in detail was the 
different classifications and typologies I encountered which are used to describe a 
variety of observed patterns of attachment behaviour in both adults and children. 
These different conceptualisations of attachment which followed from Bowlby's 
seminal work seem to have emerged from two psychological perspectives, 
developmental psychology and social psychology. Understanding how attachment 
theory has developed seems to me to be crucial in understanding the back drop 
against which research on the effects of attachment is conducted.
Attachment in childhood
Based on Bowlby's theory of attachment, Mary Ainsworth conducted a seminal 
study in which she observed the effect of different child rearing techniques and the 
impact of these on the development of attachment patterns. Ainsworth et al.
(1978) developed an experiment called the 'Strange Situation' which was designed 
to assess infant attachment and exploratory behaviour in the context of separations 
from the mother. Based on this work Ainsworth identified three styles of mother- 
child attachment, secure (observed in 63% of the mother-child dyads), avoidant 
(observed in 21% of dyads), and anxious-ambivalent (observed in 16% of dyads). 
Subsequently a fourth style of attachment was identified from this work by Mary 
Main and her colleagues (Main & Solomon 1986) which they termed disorganised- 
disoriented. According to attachment theorists, infants in all categories are attached 
to their caregiver but the quality of this attachment varies and differences between 
categories can be reliably measured. A brief description of each attachment style 
can be found in Appendix 1.
Attachment in adulthood
Bowlby proposed that the internal working models of self and other formed during 
childhood organise the development of personality and provide a framework for 
later social relationships (Bowlby, 1973). Such models of attachment are thought to 
remain relatively stable across the lifespan (Collins & Read, 1994). Children who 
have developed secure patterns of attachment can be expected to develop
9autonomy, confidence in their ability to explore the world, an ability to regulate 
levels of arousal, a capacity for effective communication in relationships and most 
importantly, confidence in the ongoing availability of the caregiver (Fonagy, 1999).
Main et al. (1985) developed the Adult Attachment Interview (AAI), based on 
Ainsworth's classifications of childhood attachment, in order to assess aspects of 
adults' internal working models of attachment with regard to their parents. The AAI 
is a semi-structured interview designed to elicit thoughts, feelings and memories 
connected to early attachment experiences in order to assess the person's state of 
mind in relation to their early attachment relationships. Based on strategies 
adopted by adults to discuss their childhood attachments, interviews are classified 
according to one of five types of adult attachment based on the: 
secure/autonomous, preoccupied, dismissing, unresolved or cannot classify. A brief 
description of each classification of adult attachment can be found at Appendix 2.
Social psychological theorists have extended Bowlby's notion that the mental 
representations of self and other formed during childhood continue across the life 
span by examining attachment in adult relationships. Traditionally four styles of 
attachment in adult-adult relationships have been identified: secure, 
dismissing/avoidant, anxious/preoccupied and fearful or avoidant (Fraley et al., 
1998). In adult relationships secure attachment arises for example following 
feedback from other adults that one is both loved and capable (Pietromonaco & 
Barrett, 2000).
Hazen and Shaver (1987) applied the principles of attachment in childhood to 
romantic relationships between adults. They used Ainsworth's attachment styles 
(secure, avoidant and anxious/ambivalent) to develop the Attachment Self Report 
(ASR) which asked adults to select from one of three paragraphs (one representing 
each attachment style) which best represents their relationships.
Attachment theory and Borderline Personality Disorder
Attachment theory has since its inception been used to understand adult mental 
health problems and to date there is a large body of research focussing on the
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significance of insecure attachment patterns in adults (Goodwin, 2003). One adult 
mental health disorder that has been studied through the lens of attachment theory 
is Borderline Personality Disorder (BPD).
BPD is a highly prevalent, chronic and debilitating psychiatric disorder characterised 
in the Diagnostic and Statistical Manual -  4th Edition (DSM-IV) by fear of 
abandonment, unstable interpersonal relationships often characterised between 
alternating extremes of idealisation and devaluation, marked and persistent 
unstable sense of self, impulsive behaviours, suicidal behaviour, affective instability, 
chronic feelings of emptiness inappropriate intense anger and paranoid ideation or 
severe dissociative symptoms (American Psychiatric Association, 1994). Whilst a 
diagnosis of BPD encompasses a great deal more complex difficulties than are 
covered in this crude description, these will be elaborated through the course of 
this review as appropriate.
This literature review will critically examine some recent research studies which 
have investigated the relationship between attachment style and the development 
of BPD in order to establish which, if any attachment styles are most commonly 
reported in the development of BPD and to consider how this information may be 
useful in clinical practice with people with BPD. Throughout this review a critique of 
the methodologies adopted by the studies reviewed will be offered in order get a 
sense of the reliability and validity of the reported findings.
It is important to point out here that the scope and direction of this review does not 
allow for inclusion of the work of Peter Fonagy and Anthony Bateman. This work 
focuses on mentalization theory of the development of BPD and can be seen as 
rooted in attachment theory. Whilst this work is an important contribution to the 
understanding and treatment of BPD, the focus of this essay is specifically on the 
relationship between attachment style and the development of BPD and how 
knowledge of attachment theory can offer an advantage to clinical psychologists 
working therapeutically with people with a diagnosis of BPD.
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Method
Literature to be included in this review was identified from a search of Psyclnfo 
using the terms 'attachment' and 'borderline' or 'borderline personality disorder' 
between 2003 and 2009. Empirical studies were selected which assessed 
attachment style in clinical populations where there was a diagnosis of BPD or in 
the general population where BPD traits were assessed.
Five studies were identified from this search to be included in this review. A 
description and some critique of these studies are now presented followed by a 
more in depth appraisal of the literature reviewed here.
Review of studies
Interview studies
Two recent studies were identified which used interview methodologies to assess 
attachment and investigate its relationship with BPD (Barone, 2003; Morse et al., 
2009).
Barone (2003) used the AAI to compare attachment styles between a non-clinical 
sample and a clinical sample of BPD patients recruited from a psychotherapy 
waiting list. BPD was assessed using the Structured Clinical Interview for the DSM- 
IV. Results revealed 50% of the clinical sample held an unresolved representation 
of their childhood experiences. In addition participants in the clinical sample who 
were classified under the remaining types were best characterised as follows: the 
small proportion of participants in the secure category were high on anger scores, 
those in the dismissive type showed a tendency towards either angry derogation or 
high idealisation and those in the preoccupied type were divided between a 
position of anger and one of being fearfully overwhelmed. These representations of 
childhood held by people with a diagnosis of BPD would seem to mirror the 
difficulties experienced in inter-personal relationships, for example the fluctuation 
between idealising and devaluing another and the frequent expression of anger 
which would seem to reflect the difficulty in understanding and expressing emotion.
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It is important to note that only nine out of 40 participants met the criteria for BPD 
alone. The rest also met the criteria for a diagnosis another personality disorder. It 
is possible that a number of other factors related to other personality disorders may 
have impacted on the findings on the AAI. Despite this, the study would seem to 
indicate a high incidence of unresolved attachment in those with BPD.
Morse (2009) investigated the interactive effects of negative temperament 
(particularly anger), preoccupied attachment and domain disorganisation and BPD 
traits. It would seem important to note that the sample for this study was 
comprised of both individuals meeting the DSM criteria for a diagnosis of BPD -  
displaying five or more symptoms -  but also those in the BPD latent class -  
displaying three or more symptoms - and therefore should be seen as a more 
diverse sample than those of other studies reviewed here.
Morse et al. (2009) assessed adult attachment using the Interpersonal Relations 
Assessment (IRA). The IRA asks about important relationships across the life span 
including in parental, sibling and friendship relationships during childhood and 
friendships and romantic relationships during adulthood. Regression analyses 
showed that preoccupied attachment accounted for a significant proportion of the 
variance in BPD dimensional scores (average scores assigned by member of a panel 
regarding the presence or absence of each of the DSM symptoms for BPD). Of the 
participants who were high on preoccupied attachment 73% belonged to the BPD 
latent class, compared to 13% of those with low preoccupied attachment. Whilst 
this study specifically assesses the effect of one style of attachment, it does seem to 
provide evidence to support the relationship between preoccupied attachment and 
borderline symptoms.
Self-report studies
Three recent studies were identified which use self-report measures of attachment 
to investigate its relationship with BPD (Levy, 2005; Aaronson , 2006 & Nickell, 
2005).
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Aaronson (2006) compared attachment styles between BPD and Obsessive 
Compulsive Personality Disorder (OCPD). Attachment style was measured using the 
Reciprocal Attachment Questionnaire (RAQ), a 43-item self report questionnaire 
designed to measure adult attachment. The RAQ yields five dimensions of insecure 
attachment and four patterns of insecure attachment. Personality disorders were 
assessed using the Diagnostic Interview for DSM-IV Personality Disorders (DIPD-IV) 
and therefore participants in the BPD group for this study met the DSM criteria for 
diagnosis i.e., displaying five or more of the listed symptoms.
Results showed that the BPD group had significantly higher means than the OCPD 
group for the angry withdrawal and compulsive care seeking patterns and for the 
following attachment dimensions: lack of availability of the attachment figures, 
feared loss, lack of use of the attachment figure and separation protest.
These seemingly conflicting attachment patterns would seem to be consistent with 
a disorganised attachment style in which there is a lack of a coherent pattern of 
behavioural responses to interpersonal situations. The reported lack of use of the 
attachment figure does not seem surprising alongside the reported unavailability of 
the attachment figure. This would suggest that the combination of the need for a 
secure attachment base and the experience of the attachment figure as unreliable, 
inconsistent and un-attuned has resulted in instability in behavioural responses.
It would also seem interesting here to be curious about the angry nature of the 
withdrawal particularly since anger has already been identified as an important 
factor by another study included here (Morse et al., 2009). One possibility is that 
during childhood, those who later develop BPD have may have witnessed high 
levels of anger in an attachment figure and therefore learnt anger as an appropriate 
reaction to the world. Given that we learn about our emotions and the appropriate 
reactions to them through our attachment figure as young children it would also 
seem possible that in individuals with BPD anger rather than distress or upset had 
been learnt as a reaction to negative experiences. With this in mind the finding of 
Aaronson et al. (2006) may seem less surprising.
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There are a number of possible confounding variables which may limit the validity 
of the findings of the studies above. Firstly, given that those with a diagnosis of BPD 
often meet diagnostic criteria for other DSM Axis I and Axis II disorders e.g. mood 
disorder and substance use disorders (Gunderson, 2001; Trull et al., 2000) it is 
possible that the findings of the above studies have been confounded. In addition 
the high incidence of negative experiences during childhood of people with a 
diagnosis of BPD may also have affected findings with respect to attachment and it 
may be these negative events which are a risk factor for BPD rather than insecure 
attachment itself. The two studies which follow (Levy et al., 2005; Nickell et al.
2005) both controlled for other DSM diagnoses including schizophrenia, bipolar 
disorder, delusional disorder, organic pathology and intellectual disability, and the 
second study (Nickell et al., 2005) controlled for negative events in childhood.
Levy et al. (2005) assessed attachment style in a sample of 91 people diagnosed 
with BPD. Participants were diagnosed using the International Personality Disorders 
Examination which is based on the DSM-IV criteria. Attachment style was assessed 
using three different self-report measures: the Relationship Questionnaire, a brief 
measure of attachment style; the Relationship Style Questionnaire (RSQ) which is 
based on Hazen and Shaver's (1987) classification of adult romantic attachment; 
and the Experiences in Close Relationships (ECR) Scale which assesses attachment 
style by tapping two dimensions of attachment organisation: anxiety and avoidance.
Levy et al. (2005) conducted a factor analysis of the ECR which revealed a six factor 
model. The six factors were: comfort sharing thoughts and feelings; wanting more 
closeness than others provide; anger at others absence; withdrawing in response to 
feelings of closeness; worries about abandonment and being alone; and difficulty 
depending on others. This six-factor model would seem consistent with the idea 
that people with a diagnosis of BPD often show a disorganised pattern of 
attachment and experience fluctuations between desire to be close to and 
distanced from others.
In addition, Levy et al. (2005) conducted a cluster analysis which revealed three 
salient clusters in the results representing avoidant attachment, preoccupied
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attachment and fearfully preoccupied attachment. They found that there was a 
disparity between the cluster-based solution and the self-report measures in that 
over 90% of participants identified as fearful or preoccupied, but the cluster analysis 
suggested that almost 30% of participants would fall into the avoidant cluster. Levy 
et ol. (2005) suggest that self-report measures of attachment when used in BPD 
samples may mask important aspects of a person's experience and that whilst it 
may be useful to conceptualise the fearful avoidant attachment style as avoidant in 
a non-clinical sample, with BPD patients it may be more useful to conceptualise this 
style as fearfully-preoccupied.
Nickell et al. (2005) investigated parental bonding and attachment styles whilst 
controlling for co-morbid Axis I disorders, all non-BPD Axis II symptoms and adverse 
childhood experiences. In this study four measures were used to assess BPD: the 
Personality Assessment Inventory-Borderline Features Scale (PAI-BOR); the 
Structured Interview for DSM-IV Personality; the Diagnostic Interview for 
Borderlines-Revised (DIB-R) and the MMPI-Borderline Disorder Scale. The first three 
of these tools are interviews designed to tap borderline features and the latter is a 
self-report measure based on DSM-III. Nickell etal. (2005) conducted a principal 
components factor analysis using these measures to compute a borderline factor 
score for each of the 393 participants who completed all measures. Whilst the 
MMPI-Borderline Disorder Scale showed good internal consistency (Cronbach's 
alpha = .76) the validity of using a self-report measure of BPD features may be 
questioned. Despite this the combination of four measures of BPD is likely to render 
the assessment robust.
Attachment was measured using the Revised Three-Category Measure of 
Attachment, a self-report measure of adult attachment, and parental bonding was 
assessed using the Parental Bonding Instrument (Parker, Tuppling & Brown, 1979). 
Abuse and loss in childhood were assessed using the Familial Experience Interview. 
Whilst it would be difficult to measure such experiences in any other way than self- 
report, one possible bias in this study is the potential under-reporting of adverse
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childhood events given the sensitive and highly emotional nature of disclosing such 
events.
The results of a hierarchical regression suggested that parental bonding and 
attachment patterns accounted for a significant proportion of the variance found in 
BPD features beyond what could be accounted for by adverse childhood events,
Axis I disorders and non-BPD Axis II disorders. This suggests a unique contribution of 
these factors in the aetiology of BPD features. Specifically in relation to attachment 
there was a significant negative relationship between BPD and secure attachment 
and a significant positive relationship between anxious or ambivalent attachment 
and BPD when controlling for all other variable. However, a note of caution: the 
sample used in this study was recruited from a non-clinical population of college 
students and therefore it should be emphasised that the relationship demonstrated 
here is between attachment, parental bonding and BPD features, not a diagnosis of 
BPD per se.
Whilst a number of aspects relating to the quality of each individual study have 
been noted above, a detailed discussion of issues arising from all of the studies 
follows.
Inclusion criteria and assessment measures
The BPD samples in the studies included in this review may represent a diverse 
population. Firstly, some studies include 'BPD features' in the sample whereas 
others use only those meeting the criteria for a diagnosis of BPD. In addition one 
study (Barone, 2003) uses patients on a waiting list for psychotherapy which could 
indicate an increased level of difficulties being experienced at the time of the 
research given that this sample had been referred for treatment. Secondly, the 
studies reviewed here adopted a variety of measures to assess BPD. The lack of one 
coherent BPD assessment across the studies could have an impact on the criteria by 
which participants were considered eligible for the BPD groups. Those classified in 
each study as having a diagnosis of BPD or BPD features could represent a diverse
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sample and the different assessment techniques could render any comparisons 
between the studies meaningless.
The reliability of BPD assessments may also vary between the studies included here 
even when the same measures are used. For example only one study reported here 
(Barone, 2003) explicitly states that those assessing for BPD were blinded as to the 
clinical or non-clinical status of each participant. In addition participants in one 
study (Morse et ol., 2009) were assessed for eligibility through the presentation of 
extensive information to three 'judges' who voted independently regarding the 
presence or absence of a personality disorder. Whilst not reporting their methods 
as transparently, two further studies (Aaronson, 2006; Nickell, 2005) reported good 
inter-rater reliability on assessment measures ranging from .61 to .91 and .71 to .94 
respectively. Whilst assessment of BPD in these studies seems more reliable and 
robust, it was not possible to assess this in Levy (2005) who simply stated that 
participants were "reliably diagnosed by masters and doctoral level assessors". 
Studies in which assessors are blind to diagnosis or status of each participant and 
also where each participant is assessed independently by more than one assessor 
would seem to have greater credibility. Furthermore in order for the reader to be 
able to assess these features of any study, it is important that reporting is 
transparent.
Another factor which may confound the findings is the presence of a co-morbid 
mental health condition. In three studies (Aaronson etal. 2006; Morse et ol. 2009;
& Levy et ol. 2005) participants were excluded if they met the DSM criteria for other 
disorders, e.g., schizophrenia, bipolar disorder, delusional disorder, organic 
pathology or intellectual disability. It is possible that in the other studies co-morbid 
conditions may have presented a further source of variance in the sample.
One further source of difference between the studies reviewed here is the 
numerous measures used across the studies to assess attachment. There seems to 
be a split in the literature between studies which use interviews to assess 
attachment style and those which use self-report measures. This difference could 
reflect a disparity in beliefs between the person as an expert of their own
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experience and the clinician as the expert who can map these experiences onto a 
psychological assessment framework.
Appendix 3 clearly demonstrates the variety of assessment measures used in the 
literature reviewed here and it is my experience that this is not only characteristic 
of the recent literature but is consistent throughout the body of literature which 
examines the relationship between attachment and BPD (e.g., Fonagy et al., 1996; 
Stalker & Davies, 1995; Sperling etal., 1991).
Diversity
Another source of variation occurs within study samples. Firstly, white/Caucasian 
participants represented between 67% and 96.7% of the samples in four of the 
studies included (ethnicity not reported by Barone, 2003). It is important to 
consider the relationship between family and parenting traditions in other 
ethnicities and highlight the possibility that different patterns of attachment may 
have emerged if other ethnic backgrounds had been better represented in the 
samples.
Secondly, it would seem important to note that that sample used by Nickell et al. 
(2002) consisted entirely of 18 year-old students. At 18 years old personality and 
sense of self is likely still to be developing and whilst this study assessed borderline 
features rather than a diagnosis of BPD it is possible this sample may be 
conceptually different from the others included here where age ranges from 18 to 
60 years and mean age ranging from 29 to 35.
Thirdly, in studies reporting participant gender (three out of the five included) 
women represented between 62% and 82% of the sample. A recent large-scale 
epidemiological study (Grant et al., 2008) found no gender difference in the 
prevalence of BPD but that it was associated with substantial mental and physical 
disability only in women. It is possible that attachment theory may be helpful in 
understanding this gender difference and therefore important that men are equally 
represented in research. This may prove difficult though given that samples are
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commonly taken from mental health services and women may be more represented 
here.
Implications for practice
The variety of patterns of insecure attachment reportedly shown in people with 
BPD has differing implications for the therapeutic practice. Understanding patterns 
of attachment may be useful to therapist in developing a collaborative alliance with 
a client. My curiosity about the impact of attachment style on the therapeutic 
relationship has led me to wonder how insecure attachment behaviours in those 
with BPD may play out in therapeutic work. I will now explore some possible issues 
related to the insecure attachment styles noted in the literature, which may arise in 
therapeutic work with people with a diagnosis of BPD and make some suggestions 
for ways to understand and respond to these issues. The suggestions are made on 
the basis that the key to creating supportive working alliance is to disconfirm less 
adaptive internal working models which have been created in previous 
relationships.
Individuals with a disorganised attachment pattern may adopt controlling strategies 
to maintain a degree of security and stability within the therapeutic relationship. 
Behaviours associated with BPD such as self-harm, binge eating and substance 
abuse may be used in service of this aim. It is likely that for disorganised individuals 
the therapist will represent both a threat and a secure base. This dilemma between 
approach and avoidance may manifest itself in disturbed transference/counter­
transference interactions between the client and therapist (Holmes, 2004). Beyond 
the level of an individual session it would therefore seem important that the 
therapist attempts to engage such individuals in a long-term commitment to 
therapy promoting engagement and consistency as much as possible, in order to 
present the therapist as a secure base which does not simultaneously pose a threat.
Individuals with BPD who have an avoidant attachment style may be at risk of 
dropping out of treatment because they are not fully attached or engaged with the 
therapist. The client may therefore dismiss what therapy has to offer them and
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deny the truth of valid interpretations made by the therapist. With such clients it 
would seem necessary to pace interpretations so that the client may see the value 
of confiding in the therapist. By interpreting the behaviour of those around the 
client it may be possible to introduce the value of attachment to the client. It would 
also seem important that the therapist remain responsive to the client despite the 
client's negativity.
Individuals with BPD who have an anxious-ambivalent style or who are preoccupied 
with respect to attachment may become ambivalent within the boundaries of the 
therapy and try to manipulate movement of these boundaries. The therapist should 
remain flexible and responsive to the client in order to disconfirm prior experiences 
of inconsistent responsiveness. It may then be possible to explore why the client 
would want to change the boundaries of the relationship, something it may not be 
possible to explore if the therapist insists on rigid adherence to the frame as the 
client may feel the alliance is not safe.
Conclusion
The findings of research reviewed here suggest that there is a relationship between 
BPD and a variety of insecure attachment patterns. Related to the development of 
these attachment patterns are a number of difficulties or conflicts experienced by 
those with BPD, including difficulty in intimate relationships, a feeling of conflict 
between a desire to depend heavily on others and feelings of discomfort in being 
too close to others, difficulties in managing anxiety in distress arising from 
interpersonal challenges (possibly linked to early attachment experiences) which is 
often manifested in affective instability, extreme anger and suicidal behaviour 
aimed at getting one's interpersonal needs met (Bartholomew, Kwong & Hart, 
2001).
Whilst there seems to be a clear influence of the development of an insecure style 
of attachment and the aetiology of BPD, there seems to be little consensus in the 
recent literature about the nature of the insecure attachment, with a number of 
insecure attachment styles prevailing, namely unresolved, preoccupied,
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disorganised, avoidant and anxious ambivalent. Anxious ambivalent and 
preoccupied attachment styles can be seen to represent similar patterns of 
behaviour but the first is identified as an infant attachment style and the second as 
an adult attachment style.
A note of caution-this review is limited by the fact that studies were identified from 
only one database and that whilst a great deal of material was considered only five 
studies were included in this review in order to allow for sufficient depth of 
discussion of the research reviewed.
Future research
Efforts should be focussed on evaluating the validity and reliability of measures 
used in this field to assess both attachment and BPD. The literature seems 
somewhat confused by the variety of different classifications of attachment style. 
Whilst it is clear that the variety of attachment styles described in the literature 
reflect both the developmental nature of attachment patterns across the lifespan 
and also the perspectives from which it has been studied, it would seem that more 
consistency in the literature is needed so that meaningful comparisons can be made 
between studies which purport to investigate the one phenomenon in the context 
of one disorder. Furthermore if BPD it a robust classification then the multiple 
assessment tools would seem unnecessary since they all claim to be assessments 
for either personality disorder (with a classification of BPD) or BPD itself. It would 
seem possible that the variety measures adopted in the literature may reflect a lack 
of consensus either about the exact manifestations of BPD or about the best way to 
tap these factors in an assessment method.
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Appendix 1
Childhood attachment styles
Attachment style Characteristics
Secure Enduring emotional bond to a specific 
individual who returns those feelings. Seeks 
and receives comfort when distressed.
Avoidant Quiet distance in the mothers presence, 
little obvious distress on the mothers 
departure and avoiding the mother on 
reunion
Anxious-ambivalent Emotional protest and anger displayed by 
the infant, extreme distress upon separation 
from the mother and often prolonged crying 
after the mother's return. The child will 
often seek out the mother upon reunion but 
is little comforted by her attention.
Disorganised-disoriented Infant displayed disorganised/disoriented 
behaviour in the mother's presence. 
Responses to separation and reunion often 
typified by behavioural incongruity or 
switching. Lack of coherent behavioural 
strategy to deal with stresses.
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Appendix 2
Adult attachment styles
Adult attachment style Characteristics
Secure/autonomous Responses regarding childhood tend to be 
balanced. Favourable, coherent and realistic 
sense of self and can be flexible and realistic 
in relationships with others.
Preoccupied Responses about childhood tend to be 
confused and incoherent. Individuals are 
unable to demonstrate distance or 
perspective in relation to their childhood.
Dismissing Individuals tend to devalue attachment 
relationships or respond in an idealised way 
offering few examples to corroborate this 
view. Inconsistencies often emerge which 
undermine the idealised view.
Unresolved Seen as a collapse in an attempt to adopt 
one of the above strategies in demonstrated 
by lapses in monitoring of discourse or 
reasoning when discussing experiences of 
loss or trauma. Individuals in this category 
are given a secondary classification which is 
a 'best guess' as to the strategy that failed.
Cannot classify Interviews that do not fall into any of the 
above categories.
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Appendix 3
A summary of the tools used to assess attachment and Borderline Personality Disorder
Study Attachment measures BPD measures
Aaronson et al. 
(2006)
Reciprocal Attachment 
Questionnaire
DIPD-IV*
Barone (2003) Adult Attachment Interview Structured Clinical Interview for 
DSM-IV(SCID)*
Levy et al. (2005) Relationship Questionnaire, 
Relationship Style 
Questionnaire, Experiences in 
Close Relationships Scale
International Personality 
Disorders Examination*
Morse et al. (2009) Interpersonal Relations 
Assessment
DSM criteria*
Nickell et al. (2005) Revised Three-Category 
Measure of Attachment
Personality Assessment 
Inventory-Borderline Features 
Scale, SCID*, Diagnostic 
Interview for Borderlines- 
Revised, Minnesota Multiphasic 
Personality Inventory Borderline 
disorder Scale (based on DSM- 
III)
* measures based on DSM-IV criteria
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What are the differences and similarities in the process and content of supervision 
and consultation practices in clinical teams? How might we evaluate the 
effectiveness of supervision and consultation in our NHS work?
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Overview
The purpose of this essay is to examine the differences and similarities between 
supervision and consultation practices in clinical teams and to explore how we 
might evaluate the effectiveness of these practices in our NHS work. Initially 
definitions of supervision and consultation will be offered in order to set the essay 
in context. The main body of the essay will be divided into two parts. The first will 
examine the similarities and differences between the process and content of 
supervision and consultation. The second will explore ways in which the 
effectiveness of consultation and supervision can be evaluated in our NHS work. 
This will include a critique of some of the literature pertaining to the topic but this 
will not be exhaustive. Examples from my own experience will be included where 
appropriate, to illustrate the points made.
This essay title seemed particularly timely and relevant to my current placement 
with a Community Learning Disability Team (CLDT), where I have had my first 
experience of providing consultation to other staff in the form of regular 
consultation clinics. Initially my experience was of observing other psychologists 
facilitating these clinics and more recently my role has been co-facilitator.
Introduction 
What is supervision?
Milne (2007) conducted a systematic review of the literature regarding supervision 
and suggested that popular definitions are problematic and neglect important 
aspects of the reality of supervision. He proposed an empirical definition which was 
based on the findings of his systematic review, and built on previous, well-regarded 
definitions of supervision, including those from professional bodies and the NHS.
The definition identifies supervision as:
'The formal provision, by approved supervisors, of a 
relationship-based education and training that is work-focused 
and which manages, supports, develops and evaluates the work
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of colleague/s. It therefore differs from related activities, such 
as mentoring and therapy, by incorporating an evaluative 
component and by being obligatory. The main methods that 
supervisors use are corrective feedback on the supervisees' 
performance, teaching, and collaborative goal setting. The 
objectives of supervision are 'normative' (e.g. case 
management and quality control issues), 'restorative' (e.g. 
encouraging emotional experience and processing) and 
'formative' (e.g. maintaining and facilitating the supervisees' 
competence, capability and general effectiveness). These 
objectives could be measured by current instruments (e.g.
'Teachers' PETS': Milne et al., 2002)'. (Milne, 2007, pl5)
This definition was used for this essay because of the robust approach taken to its 
development. Furthermore the author is a clinical psychologist with 25 years of 
experience of clinical practice, supervision and supporting and developing 
supervisors; all of which may enhance the utility of this particular definition for my 
own clinical practice and professional development.
What is consultation?
In comparison to supervision, consultation is less well defined. Whilst a body of 
literature exists pertaining to the practice of consultation by clinical psychologists, it 
appears to be substantially smaller than that of supervision. Multiple authors 
highlight the lack of guidance for clinical psychologists in the area of consultation as 
well as the existence of few agreed models which enable us to consult to others 
confidently (e.g. Lake et al., 2008; Preedy, 2008). This probably reflects the fact that 
the formal provision of consultation by clinical psychologists is relatively new in 
comparison to that of supervision. In the context of increased demands on NHS 
resources it is imperative that clinical psychologists broaden their role beyond 
providing individual psychological therapy. This is evidenced in the publication New 
Ways of Working for Applied Psychologists in Health and Social Care (Taylor & 
Lavender, 2007) which has positioned clinical psychologists towards providing
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guidance to multi-disciplinary teams. Lake (2008) suggests that clinical 
psychologists are well equipped to do this:
'we can develop a strong case for our role as senior 
psychological practitioners who can support other 
psychological practitioners to take a broad perspective in their 
work, to formulate creatively and flexibly, to adapt 
interventions to new and changing contexts and circumstances, 
and to deal with the complexities of the psychological work 
faced in everyday practice' (pl4).
Whilst there does not appear to be one definition which encompasses all that is 
proposed for the consulting role there are a number of useful suggestions. For 
example, Caplan (1970) offers a simple definition that consultation in mental health 
is an interaction between two or more people in which the consultant's special 
knowledge in a particular area is used to help the consultée with a current work 
problem. Contemporary explanations in clinical psychology seem to have moved 
away from this problem-solving approach towards being more process-oriented, 
which does not position the consultant as an expert. Lake (2008), for example, 
views consultation as a space to think about and review the work and relationship 
between a staff member (or team) and a client, 'in a way that is informed by an 
open, enquiring, reflexive and psychologically informed approach' (pl5). This more 
contemporary approach to consultation will be used for the purpose of this essay 
since it fits with the values I hold as a trainee psychologist, which are being fostered 
through my training, that consultation should be reflective, and empower rather 
than advise. This approach also enables me to acknowledge what I may bring to 
consultation, as a trainee and newly-qualified psychologist.
This essay will now explore the differences and similarities between the process and 
content of supervision and consultation. There is not scope here to examine the 
minutiae of every difference and similarity that exists. I will therefore present what I 
believe to be the main points at which the two practices diverge and converge.
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What are the differences between supervision and consultation?
In examining a variety of literature on supervision and consultation it seems there is 
a fundamental difference between the two in terms of responsibility and 
accountability. When a psychologist offers supervision, he or she is to some extent 
accountable for the work taking place between the supervisee and the client. In 
contrast, in consultation responsibility for decision-making remains primarily with 
the consultée. This overarching difference may explain further key differences 
between the process of supervision and consultation, which will be discussed.
Receiving supervision is a compulsory part of the role of a clinical psychologist as 
highlighted in professional guidelines: 'all clinical psychologists, at all stages of their 
career and in all contexts, will engage in regular supervision of their own work', 
(Division of Clinical Psychology, 2003; p2). It is an integral part of the role designed 
to manage, support, develop and evaluate the work of colleagues (Milne, 2007). In 
contrast, consultation is not compulsory or evaluative. There are some examples 
where seeking consultation is a routine part of the work of clinical teams (e.g. 
Cheseldine et al., 2005) but more often it is sought when there are particular 
difficulties for which an individual or team require additional support or an 
alternative perspective (e.g. Pathy et al., 2008; Golding, 2004). In my experience this 
means that those providing supervision are often professionally close to those 
seeking it i.e., in the same service, whereas in consultation the relationship may be 
more professionally distant. This is likely to result in qualitative differences in the 
relationship between individuals in supervision and consultation.
Another factor which may influence a relationship is its duration. A supervisory 
relationship is more likely to be long-term and develop over the course of a 
placement or post. In addition, supervision is considered to be a safe space in which 
to reflect upon personal characteristics which may influence the clinical work and 
the impact it has on the clinician. In contrast, the relationship in consultation seems 
to be more discrete and time limited without in-depth consideration of personal 
factors.
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The literature on consultation and supervision points to a further substantial 
difference in process between the two. This relates to the approach taken and the 
position of the psychologist. Cheseldine et al., (2005) state that supervision is 
directive and didactic. Furthermore, the psychologist offering supervision is usually 
more experienced and has undertaken greater training in the type of work being 
conducted by the supervisee (Lake et al., 2008), although peer supervision does 
represent and exception. In contrast, consultation is seen as essentially experiential 
and non-directive (Cheseldine et al., 2005). Whereas in supervision, the psychologist 
is often positioned as expert or teacher, contemporary views on psychological 
consultation stress the benefits of assuming the position of non-expert facilitator. 
Rather than consultation being a means for providing expert advice or solutions, 
Lake (2008) conceptualises it in a way that is empowering to the consultée and 
suggests 'it is about offering a way of thinking to help and enhance the skills of a 
consultée' (pl5). This appears to be in direct contrast to other definitions of 
consultation where the primary role of the consultant is to pass on expert 
knowledge (Caplan, 1970).
Whilst I am able to accept this fundamental difference between the processes of 
supervision and consultation, my own experience of supervision indicates that it is 
possible for the supervisor to take a non-expert position at times and facilitate 
problem solving in the trainee/supervisee. Whilst ultimately the supervisor may still 
give direction, I have found it empowering when a more questioning stance has 
been taken. The opportunity to think through a clinical dilemma in a collaborative 
way rather than being presented with an answer has both increased my confidence 
in my abilities and strengthened the supervisory relationship.
Furthermore, my experience of consultation is that it is a dynamic process in which 
the role of the psychologist is at times facilitative but may also involve providing an 
expert opinion, advice or recommendations. This may reflect the skill involved in 
positioning oneself as a non-expert particularly when advice is being sought and 
attempts are made by the consultée to position the psychologist as expert. I would 
also suggest that this reflects the way in which the consultation is set up. For
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example, in my current placement, when consultation is offered, a letter is sent to 
the refer re r inviting them to attend the clinic. This letter states that the consultée 
will leave with advice, recommendations and resources to help them. I would 
suggest that this immediately places the power and expertise with the psychologists 
who are offering the consultation. Perhaps if a more non-expert stance is 
preferable, invitation letters should reflect this, for example by suggesting that the 
clinic is a place to think together about a the difficulties experienced by the service 
user. Even the title 'consultation clinic' may need to be altered if this is the aim.
It is important to note here that supervision often occurs within professions 
whereas consultation is more likely to occur across professions or at least areas of 
expertise. This may result in the consultée seeking psychological expertise, which 
may further exacerbate the problem of the 'expert' psychologist and highlight the 
importance of the way in which consultations are set up.
In conclusion, some differences between supervision and consultation have been 
identified in terms of the definition and purpose, although there may be some 
overlap in terms of process. This leads on to the consideration of the similarities 
between supervision and consultation.
What are the similarities between supervision and consultation?
In terms of process, one similarity between supervision and consultation which 
stands out from the literature is the formalised nature of each practice. Many 
authors lay out specific procedures for supervision and consultation, emphasising 
that both activities are clearly structured, rather than involving informal discussion. 
For example Golding (2004), who with her colleagues provided a consultation 
service for foster carers, outlines detailed stages of consultation from referral to 
report writing. She includes allocating a chair-person for the meeting, who should 
attend and what should be covered. Similarly, in the supervision literature authors 
discuss the importance of agenda setting and minute taking in order to maintain 
structure and boundaries (Pretorius, 2006). These examples highlight the 
importance of recording agreed actions and outputs from supervision and
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consultation in order to avoid confusion. Furthermore, a number of authors discuss 
the importance of contracting for supervision (Holloway, 1995; Thomas, 2007) and 
consultation (Lake, 2008; Maas & Mann-Feder, 1994) in order to manage the 
expectations of those involved and promote transparency in the process. Lake 
(2008) defines a contract as a "clear, mutually agreed statement of what you are 
going to offer, what you are offering it for and how you are going to offer it' (p31). 
Entering into a contract in this way may promote consistency across practice and 
further emphasises the formal relationships involved in supervision and 
consultation.
In terms of content, my experience is that supervision and consultation are both 
based on psychological formulation skills and the subsequent development of 
intervention plans. For example in supervision my supervisor and I discuss the 
information generated from assessment, formulate and re-formulate a client's 
difficulties and generate and adapt an intervention plan based on this information. 
Similarly, in consultation clinics, time is spent discussing the referral and gathering 
further information from service users and carers, collaboratively formulating the 
difficulties experienced and generating suggestions for intervention. Whilst 
supervision places greater emphasis on the professional development of the 
supervisee, both attempt to increase psychological thinking and ultimately to 
alleviate the distress experienced by the client. Furthermore my experience 
suggests that, in both consultation and supervision, attention may be paid not only 
to the behaviour of the service user, but also to that of the individual or staff team 
working with them, in order to understand behaviour as a consequence of a 
dynamic process. It should also be noted that both supervision and consultation are 
likely to reflect whichever psychological model is predominantly used by the 
psychologist, although undoubtedly other models will be drawn upon as 
appropriate.
Whilst supervision and consultation may previously have been seen as the remit of 
experienced psychologists, more emphasis now seems to be given to beginning the 
development of these skills pre-qualification in order that they may be part of the
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newly qualified psychologists toolkit (Lake, 2008). Whilst some of the differences 
between the two practices have been discussed, it seems that both require similar 
skills e.g. leadership and facilitation, and are based on our ability to disseminate 
knowledge in an articulate and sensitive manner. Given the need for clinical 
psychologists to clearly define their role in NHS teams, supervision and consultation 
would seem equally important. My experience of clinical psychology training 
reflects Lake's (2008) suggestion that developing skills in supervision and 
consultation from an early point in one's career is essential. In lectures, emphasis 
has been placed on learning models of psychological formulation and clinical skills 
but also how we may use these skills in supporting other professionals. Despite this 
there has been little teaching on specific models of supervision and consultation. I 
hope and anticipate that this is something which will be addressed in the final year 
of training.
How might we evaluate the effectiveness of supervision and consultation?
The concept of evaluating the effectiveness of consultation and supervision seems 
complicated. Kennedy et al. (2009) point out that the involvement of at least three 
key individuals (i.e. consultant/supervisor, consultee/supervisee and client) 
engaging in complex interpersonal interaction means decisions about how to 
measure efficacy are challenges for researchers and practitioners. Furthermore, the 
variety of other factors which may influence client outcomes means that 
demonstrating direct effects of supervision or consultation is difficult. Unlike in 
medicine where increased deaths have been shown to be reliably associated with 
less supervision of junior doctors (McKee & Black, 1992), outcomes related to 
psychological intervention are less definite.
Given the variety of ways in which supervision and consultation can be delivered it 
seems plausible that there may be an equal variety of methods for their evaluation. 
Therefore, in the following section consideration is given to examples from the 
literature where attempts have been made to evaluate consultation or supervision 
as well as other literature which is relevant. A critique will be offered of the 
examples presented which will highlight good practice in the field as well as areas
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for development. Given that the evaluation of consultation and supervision are 
reported separately in the literature, they are presented separately here. However, 
it does seem possible that some methods for the evaluation of one practice may be 
applicable to both.
Evaluation from the supervisee/consultee perspective
The Manchester Clinical Supervision Scale (Winstanley, 2000) was developed in the 
nursing field to evaluate clinical supervision from the supervisees' perspective. The 
scale measures the supervisee's perception of the effect of supervision on their 
professional development, improvement in skills, time for reflection and the quality 
of the supervisory relationship. It has high levels of internal consistency and test- 
retest reliability and is recommended for use in evaluations of clinical supervision 
systems (Department of Health, 2000). Whilst the tool was developed for use in 
nursing, its items e.g. "I can discuss sensitive issues encountered during my clinical 
casework with my supervisor" would seem applicable to other health and social 
care professions where supervision is provided and would at least provide a basic 
but robust assessment of the quality of supervision.
Similar measures may be used in the evaluation of consultation. For example, in my 
current placement, a measure has recently been developed which aims to gather 
feedback from those who attend a consultation clinic about a number of factors e.g. 
the timeliness of the appointment, the extent to which the consultation increased 
knowledge and confidence, reduced concerns and changed practice. Whilst this 
measure is only beginning to be used in routine practice it does seem useful at least 
for gathering the perspective of those seeking support through consultation.
In relation to consultation, Pathy et al. (2008) report on the provision of 
consultation clinics by psychiatrists in child and adolescent services. They used a 
questionnaire method to establish refer re rs' satisfaction with the consultation. 
Questionnaires consisted of closed questions regarding the utility of the 
consultation and subsequent report as well as space for respondents to comment 
on what was most useful and make suggestions for improvements to the service.
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Findings from this study were overwhelmingly positive e.g. 92% of respondents 
found the consultation helpful. Despite this there are a number of problems with 
this simple method of evaluation. Firstly, there may clearly be a response bias 
present in the data since 50% of questionnaires were not returned. Secondly, 
evaluating consultation (or supervision) in this cross-sectional way does not provide 
information on the impact of its content upon the direct work with the client or 
how this impacted upon outcomes for the client, either immediately or in the 
longer term.
Golding (2004) provides a more detailed evaluation in her report of consultée 
outcomes e.g. satisfaction with the consultation, in relation to their service for 
foster carers. She reports high levels of satisfaction with the service which she 
believes is underpinned by a number of factors including increased understanding 
of the issues faced by the child in their care and increased confidence to care for the 
child. Whilst these factors may have a positive impact on outcomes for the child 
there would seem to be a need in the current climate to demonstrate the value and 
effectiveness of such an intervention more definitely. One mechanism for this 
would be through the use of outcome measures which relate to the particular 
difficulty for which the consultation is sought. In a similar way to evaluating 
outcomes of direct clinical interventions these measures could be used to provide 
baseline and post-consultation data. This would be possible even with complex 
cases where the consultation is based on formulation and aims to explore particular 
issues. The literature on effective consultation could also benefit from a well 
designed, controlled study which attempts to demonstrate the difference between 
routine care and a consultation approach both in terms of outcomes and cost- 
effectiveness.
Evaluation in terms of client outcomes
As well as considering each practice from the supervisee/consultee perspective it is 
important to consider outcomes for the client since this relates to the central aim of 
supervision and consultation and is a priority in demonstrating effectiveness in 
clinical teams. Worthen and Lambert (2007) acknowledge the difficulty of
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measuring improved therapy outcomes as a function of supervision, but argue that 
defining 'good' supervision independent of client outcomes may give a false sense 
of efficacy. Furthermore, despite improvement in client outcomes being arguably 
the most important aim of supervision, Falender and Shafrankse (2004) point out 
that there is no clear, methodologically sound data on the relationship between 
supervision and client outcome.
Worthen and Lambert (2007) highlight the tendency of therapists to hold an overly 
positive subjective estimate of the efficacy of treatment. They created an algorithm 
design to inform therapists whether clients were following the expected outcome 
trajectories based on a weekly-administered symptom measure. Over four clinical 
trials progress feedback was given to therapists and supervisors and compared with 
a treatment as usual (TAU) group. The findings of this study suggested that for 
clients who were not following the expected trajectory i.e. where outcomes were 
poorer than expected, there was a statistically significant difference between the 
feedback group and the TAU group (effect size .34). The rate of deterioration for 
clients who showed poorer outcomes was reduced in the feedback group (20% to 
15%). The proportion of clients reaching the threshold for reliable and clinically 
significant change was also markedly improved in the feedback group (33%) 
compared to TAU (22%). Whilst the authors of this study do not make 
recommendations about how the feedback could be used in supervision it is 
arguable that such frequent information about progress could be used in 
supervision to consider the most appropriate adaptations to the intervention plan 
in order to maximise the outcomes for the client. In this way the measure and 
algorithm could be used as an ongoing evaluation of the supervision and its direct 
relationship with client outcomes.
Two criticisms may be levelled at evaluating consultation and supervision in terms 
of symptom reduction. Firstly, it ignores the importance of the process and content 
of each as highlighted earlier. Furthermore this approach is based on the medical 
model and is therefore deficit-focused. The current drive in the NHS is towards 
adopting a focus on personal recovery: 'a deeply personal, unique process of
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changing one's attitudes, values, feelings, goals, skills, and/or roles. It is a way of 
living a satisfying, hopeful and contributing life even within the limitations caused 
by illness' (Anthony, 1993) rather than a focus on clinical recovery which focuses on 
professional imperatives e.g. symptoms reduction. Evaluating consultation and 
supervision using outcome measures which focus on symptoms would seem in 
conflict with the recovery approach. Rather, methods of evaluation which 
acknowledge the possibility of living with disability or illness and take into account 
the service users' strengths and aspirations would seem preferable.
Evaluation of content and process
Milne and James (2000) conducted a systematic review of studies which had 
undertaken systematic evaluations of one or more dyads in the educational 
pyramid. This included those which examined the relationships between 
consultants (hierarchical), supervisors, supervisees and clients. In this way the 
review focused on identifying factors related to process and content which may 
influence client outcomes, as well as outcomes themselves. Studies were included 
in this review where the consultant or supervisor was considered as an antecedent 
and which evaluated the consequences (outcomes) in terms of changes in the 
supervisee and client. Inclusions were also limited to field studies with longitudinal 
design in which supervision/consultation had been manipulated rather than 
observed. This review seems useful to consider since the nature of the studies 
included render it relevant to clinical practice in the NHS and in keeping with an 
emphasis on evidence-based practice.
The findings of the review, which included 28 studies, found that a va riety of 
measures had been used to evaluate supervision. Measures fell into four categories: 
'reaction evaluation' e.g. learner satisfaction; 'learning evaluation' e.g. knowledge, 
behaviour; 'work performance evaluation' e.g. of individuals, behaviours and 
settings; and 'other' e.g. cost-effectiveness, productivity, job satisfaction and staff 
turnover. The most commonly used measures were of supervisor and supervisee 
work performance. The authors of the review highlight measuring outcomes in this 
way fails to illuminate the mechanisms through which they were achieved or the
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satisfaction of members of the dyad with the process. They also report that multiple 
measures were not used consistently across the studies included. This makes 
comparison between outcomes across different types of supervision in different 
settings problematic. Supervision was found to have a positive impact on all 
members of the educational pyramid (consultants, supervisors, supervisees, 
clients). However a dilution effect was observed where the impact of supervision 
was found to steadily decrease from supervisors to clients. Despite this, the impact 
upon clients remained positive.
This review provides useful evidence on the evaluation of supervision in routine 
clinical practice. Given that the review was conducted systematically and 
transparently, with rigorous inclusion criteria, the findings can be considered 
robust. The only obvious limitation of the review lies with the quality of the 
available evidence in the field, in that only a few of the included studies benefited 
from a control group against which to compare the experimentally manipulated 
supervision. The quality of future research in this field could be improved with this 
inclusion.
Perhaps in order to overcome the difficulty identified in the above review that 
evaluations of supervision rarely focus on process or content, Milne and colleagues 
(Milne et al., 2002; Milne & James, 2002; Milne, 2009) developed and evaluated an 
Evidence Based Clinical Supervision (EBCS) model based on Kolb's (1984) theory of 
experiential learning. This suggests that supervisees acquire competence by 
learning from experience, through a necessary combination of four learning modes: 
reflection; conceptualisation (thinking); planning; and concrete experience (feeling 
and doing). According to this view, professional competence is achieved most 
efficiently when the supervisee is given regular opportunities to use all four modes. 
Drawing on this theory and on the research literature, it appears that the supervisor 
must use a range of methods to succeed in enabling the supervisee to utilise these 
different modes (Milne & James, 2000). Milne (2009) suggests that supervisors may 
be judged competent and effective not only when the clinical effectiveness of the 
supervisees work is demonstrated , but also when supervision draws the above
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methods, and when this successively serves the function of facilitating this kind of 
experiential learning in the supervisee. By referring to evidence-based models of 
supervision and consultation, it would seem that process and content as well as 
outcome may be evaluated. This would also facilitate a greater understanding of the 
link between content process and outcomes, which could be further used to 
develop models, rather than just assuming a relationship.
According to this model, effective and competent supervision will be characterised 
by the use of a range of supervision methods, which increase the supervisees' use 
of the four learning modes and consequently their capacity to work competently, 
safely and effectively. Models such as the EBCS are important in the context of 
evidence-based practice because they ensure that supervision is approached in a 
systematic way according to high quality, relevant research.
Studies designed to evaluate the EBCS model have indicated its value for the 
development of supervision, utilising an observational tool called Teachers' PETS 
(Process Evaluation of Training and Supervision: Milne & James, 2002). Using a 
similar method of providing feedback to Worthen and Lambert (2007) to give 
information about outcomes compared to expected trajectory of symptom 
reduction, Teachers' PETS was used during training to periodically provide 
corrective feedback to the trainer based on the behaviour of a group of learners. 
This corrective feedback was found to significantly improve experiential learning in 
comparison to a control group (Milne & James, 2002). Whilst the sample size was 
small (N=31 learners) this measure provides a promising tool for use in supervision 
where experiential learning is emphasised.
With regards to the process and content of consultation, Kennedy et al. (2009) state 
that peer observation is an important component of continuing professional 
development which could be used to evaluate consultation and provide 
constructive feedback that promotes best practice. They suggest that this is crucial 
given the tendency of consultant practitioners in the field of educational psychology 
to 'drift' into techniques that had not been taught, but rather were implicit, 
intuitive, subjective and often related to behaviours and approaches from earlier
43
experience (Woolfson et al., 2003). An example from the medical literature reports 
that junior doctors who experienced more direct observation (both being observed 
and observing others) gained skills more rapidly than those who were supervised by 
reporting back to more senior doctors (Osborn et al., 1993). Direct observation 
would seem to be an important quality control in supervision and consultation by 
and of clinical psychologists but may be considered impractical given the pressure 
of resources in the NHS. Whilst there are obvious pitfalls, formalised self-monitoring 
and reflection may be a more cost-effective method of quality assurance. Where 
this self-monitoring is subsequently discussed in supervision, it may be more likely 
to result in adjustments which enhance consultation practice.
Evaluation using service-related outcomes
Something which is apparent in the literature and which I suspect is priority, at least 
at a management level, in terms of assessing the effectiveness of consultation and 
supervision in clinical teams, is the impact which it has upon waiting lists, the time 
in which a service may be offered and subsequently the throughput of the team. 
Anecdotal evidence from my team suggests that one of the drivers behind providing 
consultation clinics was to maximise the use of the 1.6 full-time equivalent 
psychologists in the team. I suspect that this impetus is not uncommon to other 
teams and other care groups. Indeed the literature proposes consultation as a 
means to 'delivering services to greater numbers of service users' (Cheseldine et al., 
2005, p!40) reducing the number of inappropriate referrals and therefore the 
length of time waited (Pathy et al., 2008). Perhaps this is the most rudimentary level 
on which the effectiveness of supervision and consultation may be evaluated.
Given that the findings of studies which aim to evaluate the effectiveness of 
supervision and consultation focus on the importance of process and content as 
well as client outcomes, mechanisms for the evaluation of these practices in the 
NHS should also have a broad focus. Whilst reducing distress and improving well­
being are clearly the fundamental aim of all of the work of clinical psychologists, it 
seems that by monitoring the process and content of supervision and consultation 
to ensure it contains all the right ingredients can further the potential for meeting
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this aim. Evaluation may take a number of forms and should be multi-faceted. At 
the least, it should include process and content measures, which assess supervision 
and consultation against evidence-based models, as well as robust measurement of 
client outcomes. Moreover by combining this with other methods of evaluation 
highlighted in the literature e.g. supervisee/consultee satisfaction, self-monitoring, 
peer observation it may be possible to comprehensively evaluate practice in these 
areas providing opportunities to celebrate best-practice and identify areas for 
development. Despite this is important to acknowledge that this will be time- 
consuming and basic assessment of the impact on waiting lists may be preferable to 
managers.
Conclusion
This essay has identified the main differences and similarities between supervision 
and consultation in clinical teams, and explored how clinical psychologists might 
evaluate the effectiveness of these practices in NHS work. It is important that whilst 
there is some overlap between the two practices, in terms of process and content 
as well as objectives, consultation and supervision must remain conceptually 
distinct given the different framework within which each is conducted.
Furthermore, whilst the nuanced nature of supervision and consultation makes 
evaluation complicated, some promising examples have been presented which may 
be developed and combined to serve us, in demonstrating the effectiveness of our 
practice in relation to supervision and identifying ways in which it can be improved.
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Introduction
The aim of this account is to reflect on a Problem Based Learning (PBL) exercise 
completed early in training in our Personal and Professional Learning Discussion 
Groups (PPLDGs). I will reflect on the usefulness and application of the process and 
the ideas it generated, for my clinical practice. I will pay attention to both therapy 
specific issues and broader aspects of clinical practice including diversity, ethical 
issues and service user and carer involvement. I will include quotes taken from my 
personal reflective journal where I feel this is useful.
The 'Problem'
The 'problem' of the PBL was presented to us simply as a title: 'The Relationship to 
Change' with few other instructions than we were expected to give a presentation 
at the end of a six week period in which we would meet in our PPLDGs once a week.
I did not initially respond well to the ambiguity of the task and initially expected 
that further guidance would come in some form at some point, which it didn't. I 
realised that this was the first time I had been expected to work in this way and that 
previously I had been used to clearly defined tasks with specific criteria for expected 
outcomes. I was reassured upon meeting other members of our PPDLG that many 
of them felt similarly confused. Despite initially feeling frustrated and angered by 
the task because I wanted to know exactly was expected of us, I soon began to 
relish the opportunity to work outside the boundaries of explicit guidance. I realised 
something greater was required of us as a group than to be solely task-oriented in 
our approach to the 'problem'. My learning was less constrained and enriched 
through collaboration with others. Similarly in practice, when a client is initially 
referred to me, I focus on learning about the diagnosis they have been given and 
reading the appropriate NICE guidelines about best practice. On first meeting with 
clients, whilst it is comforting to have this information at hand, I find it useful to put 
aside the generic diagnostic information and focus on the client as an individual and 
how their experiences and difficulties impact on them.
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Whilst in both contexts I feel more comfortable with a clearly defined problem, in a 
clinical context a client's difficulties are often complex, intricate and personal and 
the most appropriate course of action must be co-constructed by the client, their 
family and the team working with them. Like the PBL exercise the process and 
outcomes are defined by and unique to the members of the group.
Group Process
Initially the group was mainly task-focused and less concerned with or even aware 
of process .We began in a very structured way by establishing ground rules, setting 
the format for sessions and assigning a chair and scribe for each session. Initially we 
were all boundaried in our behaviour towards each other, being very explicitly 
careful to ensure everyone's view was heard and all were in agreement with 
decisions. We were very agreeable with each other and my sense was that no one 
wanted to rock the boat at this early stage. In the third session our facilitator 
observed that we were in a hurry to get things done. As we became more 
comfortable with each other over the weeks and got more involved in the task this 
was less so. This is in line with Tuckman's (1965) model of group processes in that 
we began forming by establishing boundaries.
Following an early focus on theory, the group began to approach the task more 
creatively. We decided to reflect on our relationship to the changes we had made 
through the PBL exercise process from both a personal and group perspective. This 
shift in focus brought an explosion of ideas about the content and format for the 
presentation. These middle sessions of the process felt more uncomfortable both 
for me and for other members in the group. We were less boundaried with each 
other in terms of taking turns to speak and ensuring everyone had the opportunity 
to contribute equally and more assertive expressing our ideas and opinions about 
the ideas of others. It was apparent at times that different people in the group were 
at different stages of their understanding of how we were to approach the task. We 
reflected that whilst these sessions were more chaotic and at times confused, they 
lead to the generation of more creative ideas and ways of working. We also noted 
that sessions tended to be more contained in the presence of our facilitator. This is
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in line with Tuckman's/orm/ng stage e.g., dependency on the leader, and storming 
stage e.g., conflict and polarisation and resistance to the group influence.
This perspective on group-working has two important practice implications. Firstly, I 
have observed a similar benefit of group work in a therapeutic group on my 
inpatient placement. Whilst it can be uncomfortable for patients when members of 
the group are at different stages of recovery or have different opinions, diversity 
can encourage people to consider other ways of thinking and behaving. I observed a 
patient who was about to be discharged offering hope and advice to another 
patient who was currently more unwell. Whilst I felt somewhat unsure about how 
the patient would react, this opportunity for peer-support would not have arisen in 
a group of equally unwell people. Secondly, I have found a similar process to occur 
in multi-disciplinary team working. I have experienced both the benefit of being 
exposed to different professional perspectives and practices and the feeling of 
discomfort when there is a difference of opinion. It seems team-working can have 
great benefits but requires individuals to be flexible and open to the ideas of others.
Later in the PBL process we noticed that the sessions felt more collaborative as we 
each loosened our grip on our own ideas and expectations of how we should 
proceed. At this stage we could have been considered to be in Tuckman's norming 
stage e.g., overcoming resistance and becoming more cohesive. In addition Lewin's 
(1951) three-stage change theory would suggest the unfreezing of the current way 
of working and the movement to a different one. I try to remember this in working 
with clients by structuring sessions around collaboratively agreed priorities. As my 
confidence grows I find myself more comfortable allowing the direction of 
conversation to change in response to what the client says and cling less rigidly to 
any plan I have in my head.
The group also considered the different learning narratives and styles of the group 
members, something I noticed in the first session. Whilst a number of people 
represented their ideas very visually as a concept map, I simply listed my ideas. This 
difference in learning styles emerged again when we brought items to add to a 
collage. I noticed that whilst other people brought mostly pictures they had cut out,
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I brought mostly words. The idea of using a collage was developed from Ernst and 
Young's (2007) suggestion that this may be a useful tool for exploring and reflecting 
on events. Had I completed individually the end product would have been very 
different, but more importantly I would have missed the opportunity to be engaged 
in the process of working with others in this way.
These reflections have influenced my work with a client who identifies himself as 
task focused and logical and suggests he is used to working intensively until an 
outcome is reached. He has reflected on how his recovery from a major depressive 
episode feels very different to this. I have tried through guided discovery to enable 
this client to consider the possible advantages and disadvantages of this and other 
approaches. I also try to consider this when presenting my formulation to clients 
and whether this is best done verbally or visually.
Another interesting aspect of the group focus was that initially we were all 
concerned with personal change as opposed to wider concepts of change e.g., 
system, environment, societal. This focus may have been driven by current change 
we were all experiencing in beginning training and also that as trainee clinical 
psychologists we may be more oriented towards personal change than perhaps 
other professionals might be. I realised that my personal reflections in my journal 
were often also centred on the theme of personal change and characterised by fear 
of change and its implications e.g., "I hope that the core of who I am will remain the 
same", and "I know that the whole experience [of training] will be one of positive 
growth but I hope it does not move me too far from the people I love and that our 
relationships will only be strengthened by my experience". Now that I am more 
settled my reflections on how I will change over the course of training remain, but 
are less fearful and more inquisitive in nature. Kuyken et al. (2000) highlight the 
need for trainees to adapt across the course of training but also the difficulties 
trainees report in some areas e.g., work adjustment, depression and interpersonal 
conflict.
Furthermore I reflected on the ease of the familiarity of my previous job and 
routine in comparison to the adjustment to a new one. This relates to both fear of
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change and diversity i.e., it would have been very easy to stay in my old job but this 
would not have been as challenging as training or resulted in significant career 
progression. Both of these personal experiences may parallel the experiences of 
clients who are beginning therapy. For example, whilst a client may want to change 
they may be fearful about how this change will impact upon themselves, their 
relationships and the wider system they exist in but at the same time they may 
realise that without change movement from their current situation is unlikely. There 
may also be a purpose or benefit of the client's current position and this may 
perpetuate the difficulties and contribute to fear of changing. Considering the 
benefits as well as the drawbacks of a client's current situation is essential to 
understanding their relationship to change.
Presentation
In light of the reflections about diversity within our own group and how this had 
shaped the process it was interesting to see the differences between the style and 
focus of the presentations. Personal change had seemed to us like an obvious 
choice but other groups had chosen different areas of focus. The medium of 
presentation also differed greatly e.g., collage, talk, PowerPoint, drama. These 
things were true despite each group initially being given the same title. This has 
made me think about the possibility that whilst different teams within the NHS may 
have similar remits, budgets and policies, the work of each team depends heavily on 
the strengths, skills, qualities and perspectives of the team members.
Reflection on reflection
Writing this reflective account and my reflective journal have made me more aware 
of the benefits of active reflection e.g., "It is an eye opening experience and one 
which makes me think I may have missed a lot of valuable learning opportunities in 
life through not taking the time to reflect on events" and that this need not 
necessarily be a complex task: "I feel the simplest reflection exercises have been the 
most powerful". I have reflected on this in relation to how clients may feel during 
therapy "having to reflect on times in my life which carry emotion is tiring but I feel
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that this is a positive experience and one which will contribute to my personal 
growth and help me to empathise with clients". I am encouraged to use written 
reflection to notice and process my thoughts and feelings in relation to both 
personal and professional experiences in order that I may both understand them 
better and learn from them. Reflective groups should also be used by services to 
gather feedback from service users and carers following individual and group 
therapy. This would facilitate the development of services from the perspective of 
lived experience.
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Introduction
The aim of this account is to reflect on a Problem Based Learning (PBL) exercise 
completed early in our second year of training in our Personal and Professional 
Learning Discussion Groups (PPLDGs). I will reflect on the usefulness and application 
of the process and the ideas it generated, for my clinical practice. I will pay 
attention to both therapy specific issues and broader aspects of clinical practice 
including diversity, ethical issues and service user and carer involvement.
The 'Problem'
The 'problem7 of the PBL was presented to us as a case study of a family where two 
children, twins Sally and Sarah, had been placed in short term-foster care pending a 
full child protection case conference. We were given information on the case study 
and were required to work in our PPLDGs and give a 20 minute presentation 
approximately seven weeks later.
The full case study can be found at Appendix 1, but the salient points are as follows: 
Mrs Staines was described as having 'learning disabilities, in the mild range' and Mr 
Staines attended a 'school for children with special educational needs'; the Court 
had asked the psychologist to conduct a risk assessment and if appropriate to 
contribute to a rehabilitation plan for Sally and Sarah; the Local Authority wished to 
place the children for adoption before it was 'too late' as they believed that Mr and 
Mrs Staines would never be able to adequately care for their children. Mr Staines 
had physically assaulted Mrs Staines, during disagreements, and apparently only 
when inebriated; the couple were said to live in 'conditions of deep poverty'. Mrs 
Staines had two older children living with separate adoptive families. She had a 
previous husband who was extremely violent towards her. Mr Staines parents lived 
locally and were said to be supportive. Mrs Staines was raised in the Looked after 
Children system in a residential children's home. Mr and Mrs Staines were 
desperate at the loss of their children and were said to be fiercely resentful of the 
foster carers and those who supervised contact with their children.
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On receiving the case study I was immediately struck by the contrast between this 
PBL and the one we completed in the first year of training. For the first PBL we 
simply received a title (The Relationship to Change) and no further instructions. I 
remember feeling frustrated by the lack of information we had been given. In 
contrast, in this PBL we had been given a comparatively huge amount of 
information. Against this frame of reference, it was containing to have a specified 
task - the risk assessment, although this would not ultimately represent the focus of 
the presentation at the end of the PBL, which would consider our reflections on the 
process of discussing the case study. In my opinion, this provided a more interesting 
focus for the presentation than the case study alone. However, taking this focus 
was only achieved by the group occupying a position of safe uncertainty (Mason, 
1993). Safe in that we were armed with information about the case study which we 
could discuss but uncertain in exploring the relationship between the group and the 
case study and how this contributed to the process.
I have since tried to occupy a position of safe uncertainty when working with 
clients. On my learning disability placement I have received referrals with varying 
amounts of information. Those which contain more information I often find less 
frustrating despite the fact that once the work has begun it may take a very 
different course to that which is indicated in the referral. For example, I received a 
referral for a lady who had been sexually abused. Knowing this information prior to 
meeting with the lady allowed me to feel more prepared. Despite this, as the work 
unfolded it focused mainly on other issues which the lady considered significant to 
her distress, besides the sexual abuse. This raises an ethical issue about clinicians 
'knowing best' as it would have been easy to think the lady would benefit from 
talking about the abuse (as the referral had indicated) which the lady either did not 
want or was not ready to do. The benefit of understanding the position of 
understanding safe uncertainty is clear in both this case and the PBL. If I had been 
rigidly fixed on the information in either situation I may not have allowed myself to 
be guided by the group or client towards more pertinent or interesting issues. As 
Mason (1993) suggests: 'owning a position of uncertainty which orientates a
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therapist to explore with a family, ideas and meanings which they bring' (p 191). I 
believe the opportunity to practice this in the safe space provided by the PPLDG 
helped me to feel more confident to take up this position in individual work. My 
task now is to develop the confidence to maintain this position of safe-uncertainty 
when working with other professionals. The fact that I have not yet been able to do 
this may reflect my need to be seen as "productive", "useful" or "knowledgeable".
Group Process
In this section I will discuss what I consider to be the most interesting aspects of the 
group process during the PBL task. In thinking about this I have frequently found 
myself comparing the process in this PBL to that in the previous one. I will draw 
comparisons where relevant and discuss the relationship between these 
experiences and those which have occurred subsequently on placement.
Firstly, the overall group process in relation to the task seemed to be similar that of 
the first PBL. I find it helpful to think about this in terms of Tuckman's (1965) model 
of group processes. Despite the fact that the group had formed a year earlier, the 
PBL began following a break over the summer and some of the processes of 
Forming were again evident e.g., avoidance of conflict, desire for acceptance. This 
may have been due to the raised anxiety caused by the introduction of a task. We 
began by focusing on the facts of the case study and the related evidence bases, 
e.g., attachment theory, domestic violence, parenting with a learning disability, the 
rights of grandparents etc. The group then moved into a more creative stage where 
we began to discuss ideas for the presentation as well as continuing to discuss the 
case study. Following this, discussions represented more of a debate around the 
issues and we were more able to assert our own position than in the previous PBL, 
even when this did not accord with those of others in the group {Storming). 
However, similar to the first PBL exercise this more creative discussion resulted in 
some members of the group, myself included, feeling a little frustrated. I think this 
may relate again to my need to be productive. Through group members expressing 
this frustration it seemed that we were able to move quickly into the Norming and
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Performing stages where the group again became established and productive with 
energy focused on the task.
It is interesting to note that whilst the process between this PBL and the last was 
similar this one felt less anxiety provoking and charged with affect, despite the 
potentially more distressing nature of the content. Despite the return to the 
beginning of Tuckman's (1965) stages with the introduction of a new task it seems 
given that the group was already established, we were more quickly able to move 
through these stages than previously.
Another consequence of the group being more well-established at the time of this 
PBL is that the opportunity was taken to discuss the relationship between the 
personal and professional self. We reflected on our own position in relation to the 
case and what may influence this. Interestingly, the split in opinions about what was 
best for Sally and Sarah seemed to be related to what placement we were currently 
on. Those in Older People's placements seemed to identify more with the 
grandparents. Similarly those on Child and Learning Disability placements seemed 
to advocate for perspective of the children and parents respectively.
In terms of personal experience I was able to own my position in relation to Sally 
and Sarah in the context of my own experience of being adopted as a child. I felt 
strongly that that every effort should be made to keep the children with the 
parents, and only once Mr and Mrs Staines had been given an appropriate 
opportunity to learn the skills to keep their children safe should a decision be made. 
I also discussed my previous involvement in research on parent-training 
interventions for parents with a learning disability as well as my experience on my 
current placement in a community learning disability team, where I frequently see 
the rights and opinions of those with a learning disability being overlooked. Being 
able to discuss these issues and reflect on them, I felt more able to fully understand 
my feelings about the case and their roots in my own experience of being given a 
fair chance at life. In my reflective journal I commented that 'Experiencing strong 
emotions in relation to this case, particularly because of how it connects to my own 
experience as a child, is likely to be extremely useful at this stage as it has provided
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an opportunity for greater understanding of my reaction to working with adoption 
issues prior to encountering them in clinical practice'.
These issues highlight the importance of a reflective space e.g. supervision, in which 
to consider the relationship between the personal and professional self, given the 
potential for over-identification with some issues and the possible impact on clinical 
judgement. Given the value I place on reflective practice I have found it difficult in 
my current placement that my supervisor does not actively encourage me to reflect 
on my position in relation to the work and seems uncomfortable when I do so. On 
one occasion when she did engage in a discussion with me about how I understood 
my reaction to a particular client in relation to my own experience I found this 
particularly helpful. This experience has strengthened my belief in the importance 
of reflection both within and outside of supervision. As such, during my current 
placement I have often used methods of reflective which have not relied on my 
supervisor, e.g. using Kolb's (1984) experiential learning cycle to facilitate my 
thinking and maximise the usefulness of what I learn. Whilst I continue to place 
value on the importance of reflection in supervision, this has helped me to develop 
my skills of reflection in other ways. Furthermore, I think this experience has helped 
me to reflect on what I value about supervision and how I may use this in future 
supervision relationships, both where I am the supervisee and the supervisor.
Another interesting part of the group process related to the risk issues inherent in 
the case study. Over a number of sessions during which we discussed the case and 
prepared the presentation it became apparent that we were uncomfortable with 
discussing risk. This manifested itself in the group behaving more manically, often 
laughing and joking with each other to avoid the topic or moving the conversation 
to more trivial issues each time the discussion of risk became uncomfortable.
A similar defensive process occurred recently in supervision. My supervisor asked 
me to provide consultation to a residential team around bereavement issues for a 
man with autism and a learning disability whose mother was dying. I had recently 
had a family bereavement and had attended the funeral the day before. During the 
discussion of this case it did not occur to my supervisor or I to consider whether it
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was appropriate for me to do this work given that I had recently been bereaved. 
Perhaps it was too painful for either of us to consider that we could be bereaved. 
My supervisor later acknowledged this oversight by email.
This experience has increased my awareness and understanding of the influence of 
defences in both individual clinical work and team dynamics. In particular it has 
highlighted the importance of considering what is not being said in addition what is. 
I am also reminded that it is not only client's defences that operate in therapy but 
also our own and as such will try to consider my own avoidance in future as well as 
that of my clients. Through increased understanding of my own defences I hope to 
reduce their impact on my clinical work. I will also try to remain mindful and curious 
about the action of defences in team processes.
Presentation
It is clear that our PPDLG are most interested in reflecting on process rather than 
content in PBL exercises. The presentation of this PBL exercise was similarly 
focussed on group reflection over content. However, having learned from the 
feedback from our last presentation which neglected content in comparison to 
process, we tried in this presentation to strike the balance between presenting the 
content of our discussion, the related theory and research, and our reflections on 
the process of doing so. We therefore presented our thoughts in relation to the 
main issues of the case study e.g., the importance of early life experiences in 
determining attachment patterns, the consequences for children who witness 
domestic violence, and parenting with a learning disability. Furthermore, we 
discussed the possible group dynamics which may be involved in working with cases 
that involve issues of domestic violence, child protection and learning disabilities, 
where conflict is more likely to occur given the high impact of the decisions made 
(Weingart, Todorova & Cronin, 2010).
Reflection on reflection
The opportunity to reflect on past experience is a very valuable experience. It is not 
one I make enough time for and I am reminded of this each time I am required to
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write a reflective assignment. Whilst I often engage in passing reflection, I have 
found again that engaging in structured reflection where I am required to fully 
articulate my thoughts in writing and consider 'so what?' after every paragraph, has 
extended my reflections further and crystallised my learning from the second PBL 
and my subsequent experiences. Perhaps I may benefit from more regular use of a 
reflective journal. Given the other pressures of training this often feels like a lesser 
priority but given the potential for learning should be seen as of equal value as 
other learning opportunities.
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Appendix 1. Case Study
Problem Based Learning Exercise
Child Protection, Domestic Violence, Parenting, Attachment and 
Learning Disabilities
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The Problem
The twins, Sally and Sarah Staines, were placed in short term foster care, 
following a recommendation of a full child protection case conference, and 
enacted at an initial Court hearing, that the children continued to be at risk in 
the care of their parents. The children were on the child protection register, 
under the categories of emotional abuse and neglect. The children's Guardian 
(Court Reporter) has approached you, and asked you to help the Court by 
conducting a full risk assessment, and if appropriate, to help the Court 
develop a rehabilitation plan for the children. This is a joint instruction by all 
parties to the proceedings. However the Local Authority wishes to place the 
children for adoption, before it is too late, in the belief that Mr and Mrs Staines 
will never be able to care adequately for their children. Mr and Mrs Staines 
are passionate in their commitment to have the children returned to their care.
Whose problem is it? Why?
Some Background Information.......
Mr and Mrs Staines are white English. They live on State benefits. Mrs 
Staines is described as a woman with learning disabilities, in the mild range. 
Mr Staines attended a school for children with special educational needs. His 
parents are members of a fundamentalist, evangelical Christian church. Social 
Services has not approached them as potential carers for the children, 
although they would welcome such an approach. Mr and Mrs Staines do not 
read and write English. It should be noted that many long reports have been 
written about them, their children, their care of their children and so on. Their 
solicitors read the reports out loud to them, usually once, and sometimes on 
the morning of a Court hearing.
Mrs Staines has two older children living with separate adoptive families. She 
is not able to have contact with them at the moment, as it was closed 
adoption. This is because her first husband was extremely violent to her, and 
threatened violence to the previous social workers. Social Services staff 
feared for the safety of the adopters if their whereabouts were known. Mrs 
Staines promised herself it would be different with this marriage and for these 
children.
Mr Staines has physically assaulted Mrs Staines, during disagreements, and 
apparently only when inebriated. She minimises his behaviour, saying it is 
nothing compared to what her previous husband used to do to her. The two 
children have witnessed these arguments and assaults. Mr Staines has not
been offered a service from the local drugs and alcohol agency.
Mr Staines' parents are supportive. They buy clothes and toys for the children, 
and occasionally buy food shopping for the family. Apparently, they are willing 
to look after the children, despite Mr Staines mother suffering from a painful 
rheumatic condition. Mrs Staines was raised in the Looked After Children
C:\Usere\psslav\Docummts\AcademicTutors\05 06 20 Problem B sed Learning Exercise LDChild v2 <3).doc
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system, in a residential children's home, and has no contact with her family of 
origin.
Mr and Mrs Staines live in conditions of deep poverty. They do not have many 
household appliances that work, and it seems that Mrs Staines struggles to 
understand the workings of the second-hand appliances donated to them by 
family. It would seem that Mr Staines understands their workings, but is not 
prepared to use them. Social Services staff are most concerned about 
physical neglect of the children's needs. Family Centre staff say they have 
tried to engage both Mr and Mrs Staines in parenting classes, but the couple 
do not attend on a regular basis. The Family Centre appointed a family worker 
to visit the home, and show Mrs Staines 'how to keep house'. The family 
support worker has not been trained to work with parents with learning 
disabilities. The Social Worker says the Department has offered the family 
everything, and it makes no difference to the care of the children.
Mr and Mrs Staines are desperate about the loss of their children. They want
them to come home. They fiercely resent the foster carers, and the supervisor
of their contact with the children. The children's Guardian (Court Reporter)
believes the parents can leam to be‘good enough’ to satisfy Social Services
requirements. Mrs Staines was referred to the local AMH service for help with
feelings of despair and depression. She is taking anti-depressant medication,
and is seeing a CRN for counselling. J  v
N .....something about paying attention to the professional network (liaison, 
communication, respective roles, different agendas)
v  .....something about safety, risk assessment and risk management
« i'-'-c-A  of ^
M .....something about parenting and learning disabilities -r o f 6**1^ - 
.....something about child witnesses to domestic violence and the 
intergenerational effects of domestic violence
$v .....something about the effects of poverty and class discrimination
téf .....something about literacy and verbal comprehension (effects of anxiety and 
stress on memory and comprehension, and willingness/ability to express
concerns, and say, ‘I don't understand these reports')
t î f . . . . . something about resilience, adversity, depression and coping 
......something about problem drinking, and unaddressed need
.....something about the role of grandparents in the care of children ..
r e  something about children of parents with learning disabilities ^
. ..something about gender issues and gender scripts
■ id'V .....something about psychologists, child protection and the legal system
27/09/2010
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Personal and Professional Learning and Development Group Process Account One
Summary
This process account reflects on my experience of a Personal and Professional 
Learning Discussion Group (PPLDG) during the first year of clinical psychology 
training. The account includes reflections about how I have both used and been 
useful to the group. It includes exploration of the impact of the group on my self­
perception and self-esteem. Reflections are presented within a developmental 
structure which provides an account of how the group changed over the course of 
the first year. It includes personal reflections as well as consideration of my 
experience in the context of the perspectives of others within the group. Reflections 
are also discussed in the context of clinical practice and team working within the 
NHS. Theories of group processes and models of reflection have been drawn upon 
to understand and build upon the group experience and subsequent learning.
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Personal and Professional Learning and Development Group Process Account Two
Summary
This process account reflects on my experience of a Personal and Professional 
Learning Discussion Group (PPLDG) during the second year of clinical psychology 
training. I have discussed how the group has increased my self-awareness, built on 
my confidence in having difficult conversations and helped me to value my 
contribution to the group and in other areas. I have also reflected upon my main 
contributions to the group, particularly where I believe I influenced the group 
process or trajectory. I discuss how these experiences relate to my journey as an 
NHS professional and have contributed to my development since the end of the first 
year. This includes my reflections on how being part of the group has directly 
impacted on my clinical work.
The account includes reflections about how I have both used and been useful to the 
group. It includes exploration of the impact of the group on my self-perception and 
self-esteem. Reflections are presented within a developmental structure which 
provides an account of how the group changed over the course of the first year. It 
includes personal reflections as well as consideration of my experience in the 
context of the perspectives of others within the group. Reflections are also 
discussed in the context of clinical practice and team working within the NHS. 
Theories of group processes and models of reflection have been drawn upon to 
understand and build upon the group experience and subsequent learning.
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Clinical Dossier
The clinical dossier begins with a summary of the experiences gained across the 
clinical placements (detailed placement contracts, log books of clinical activity, 
placement evaluations and feedback forms are included in Volume Two of this 
portfolio).
Summaries of five clinical case reports (one of which was an oral presentation of 
clinical activity) are then presented in order to demonstrate some of the clinical 
work conducted on placement. These reports represent a variety of presenting 
difficulties and include formulation and intervention using a number of therapeutic 
models. A neuropsychological assessment is also presented. These reports are 
included in full in Volume Two.
All case material in this dossier has been anonymised. All names are fictitious and 
identifying personal details have been changed to preserve the individuals' 
anonymity. This was checked by my Clinical Supervisors. All the individuals 
provided written consent for their information to be used in this way.
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Overview of Clinical Placements 
Crawley Community Mental Health Team (CMHT) and Langley Green Hospital 
(October 2009 -  September 2010)
My first year adult mental health placement was split across two teams: Crawley 
CMHT and Langley Green Hospital, an adult inpatient psychiatric unit. The CMHT 
offered specialist, community-based mental health and social care services to adults 
aged between 18 and 65 years who were experiencing severe and enduring mental 
health problems. During this placement I undertook detailed psychological 
assessments, including neuropsychological testing. I carried out psychological 
therapy with adults experiencing a range of difficulties including social anxiety, 
generalised anxiety, depression, post-traumatic stress disorder (PTSD) and 
obsessive compulsive disorder (OCD). This work involved considering issues of risk, 
violence, abuse, loss, bereavement and cultural differences. The majority of the 
work took place within a Cognitive Behavioural Therapy (CBT) framework but 
psychodynamic concepts were regularly considered to inform formulation and 
intervention. In collaboration with my supervisor I delivered training about working 
with people with a diagnosis of a personality disorder to staff at a day service.
Langley Green Hospital was a four-ward inpatient psychiatric unit for adults aged 
between 18 and 65 who were experiencing acute episodes of severe mental illness.
I carried out psychological assessments, including neuropsychological testing, and 
delivered individual therapy to adults from diverse backgrounds who were 
experiencing acute symptoms of anxiety, depression, psychosis and bipolar 
disorder. I co-facilitated an open group informed by narrative principles. I regularly 
attended and contributed to ward rounds and multidisciplinary team meetings. I 
delivered training to ward staff on attachment including attachment. I attended 
reflective practice groups with ward staff and following discussion with my 
supervisor undertook focus groups to explore how these sessions were experienced 
by staff. This informed development in the way reflective practice was set up, 
conducted and introduced to new staff members.
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Uckfield Community Learning Disability Team (November 2010 -  April 2010)
This team comprised of both health and social care professionals and was 
responsible for providing support to adults with learning disabilities and their 
carers. During this placement I undertook both direct and indirect assessment and 
intervention with adults with varied levels of functioning, including those at the 
mild end of the learning disability spectrum and those at the more severe end who 
were non-verbal. I undertook assessments in a variety of ways including semi­
structured assessments, functional assessments, neuropsychological assessments 
(including assessments for dementia) and behavioural observations. I carried out 
interventions with individuals, family and professional carers in a variety of settings. 
Presenting difficulties included trauma, challenging behaviour, memory difficulties, 
sleep difficulties and bereavement. I drew on a range of theories and models to 
inform my practice including systemic and narrative approaches, CBT, behavioural 
theories and psychodynamic concepts. I provided training to staff at a residential 
service about dementia in people with learning disabilities.
The Meadows Older Adults CMHT, Epsom and Oxted Older Adults CMHT 
(April 2011 -  September 2011)
Both teams were responsible for providing support to adults over 65 years as well 
as their carers. During this placement I undertook assessment, formulation and 
intervention with people across the age range and for a variety of presenting 
difficulties including memory difficulties, challenging behaviour, chronic pain, OCD, 
domestic violence, depression and anxiety. I drew on CBT and systemic models of 
therapy including narrative principles. I undertook neuropsychological assessments 
which contributed to diagnoses of dementia and provided psychoeducation and 
support around memory difficulties to both individuals and their carers. In 
collaboration with my supervisor I co-facilitated a CBT group for people 
experiencing anxiety and depression. This included the use of autogenic training to 
promote relaxation.
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Epsom Child and Adolescent Mental Health Service (CAMHS) and The HOPE 
Service, Epsom
(November 2011 -  September 2011)
During my final year of training I concurrently undertook a core CAMHS placement 
and a specialist placement in the HOPE service, a service for adolescents with 
complex needs. The CAMHS service provided support to children and young people 
aged up to 18 years and their families. During this placement I undertook 
assessment, formulation and intervention with children aged three to 18 years for a 
variety of presenting problems including: anxiety, depression, OCD, behavioural 
difficulties, eating problems, toileting difficulties. This included work with 
individuals, couples and families as well as young people with a diagnosis of Autism 
Spectrum Disorder (ASD). Jointly with the team psychiatrist I undertook 
assessments for ASD. I also developed information leaflets about the ASD 
assessment process for parents and young people. I facilitated a CBT group for 
young people experiencing anxiety and depression. Over the course of this 
placement I supervised the work of an assistant psychologist I worked closely with a 
variety of other professionals both within CAMHS and outside agencies including 
social care, primary care health professionals and schools.
The HOPE Service is a multiagency (health, social care and education) service 
providing support to adolescents with complex health and social care needs which, 
comprises both a day service and outreach work. During this placement I have 
worked with young people experiencing a variety of difficulties including emerging 
personality difficulties, depression, self esteem issues, trauma, domestic violence, 
severe behavioural difficulties and learning difficulties. I have drawn on CBT, 
systemic, psychodynamic and behavioural theories to inform this work which has 
involved working in complex systems and with high levels of risk. The majority of 
the work was undertaken in the day service with some outreach work. I have 
worked jointly with health and social care professionals as well as those from other 
agencies e.g. specialist schools. I also gave a presentation to the teachers in the day 
service on attachment and attachment behaviours in the classroom.
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Adult Mental Health: Case Report One Summary
This case report describes the psychological assessment and cognitive behavioural 
formulation and intervention with a 33 year old man who experienced social 
phobia. The client was referred to the service by his GP. Following a comprehensive 
psychological assessment by a Clinical Psychologist, he was referred to a 'Mind over 
Mood' (Padesky & Greenberger, 1995) group. Following completion of the group his 
mental health was found to have deteriorated further and he was referred to me 
for individual psychological therapy.
I completed an interim psychological assessment, guided by Clark & Beck's (2010) 
outline of cognitive case formulation for social phobia (p. 365). My formulation 
incorporated the client's strengths and support network, and integrated a number 
of models of social phobia (Clark & Beck, 2010; Hofmann, 2007; Wells, 1997) as 
appropriate.
We completed 13 sessions of Cognitive Behavioural Therapy (CBT) over five months, 
which focused on the following elements of social phobia: anticipatory anxiety, 
heightened self-focus, faulty threat appraisals, post-event rumination and exposure. 
We used a number of CBT skills and techniques to attempt to improve the client's 
well-being e.g., guided discovery, Socratic dialogue, thought records and 
behavioural experiments.
Outcome measures indicated a significant improvement in anxiety, depression and 
overall psychological distress after 12 sessions. This was concordant with the 
client's verbal feedback. He felt he had learned a number of skills, which would help 
him manage anxiety in the future.
I have reflected throughout the report on my personal and professional 
development as a therapist, both with clients and in teams.
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Adult Mental Health: Case Report Two Summary
This case report describes a psychological assessment, cognitive-behavioural 
formulation and intervention with a man in his thirties who experienced difficulties 
associated with depression, low self-esteem and perfectionism.
During a crisis he assaulted his wife and was admitted to a psychiatric inpatient unit. 
Upon discharge he was referred to the Community Mental Health Team (CMHT) 
and participated in a variety of groups. On referral for individual psychological 
therapy reports suggest his mental state was improved and that he was suffering 
moderate depression. He described experiencing flashbacks of the assault on his 
wife. With the client and my supervisor I developed a formulation of his difficulties 
which was based on cognitive-behavioural model of depression (Beck et al., 1979) 
and incorporated the client's strengths.
We completed 19 sessions of Cognitive-behavioural Therapy (CBT) guided by the 
formulation, NICE guidelines and other evidence of best-practice for the treating 
depression (e.g., Beck et al., 1979; Beck, 1995). The intervention aims were to: 
challenge dysfunctional beliefs about perfectionism, help-seeking and personal 
responsibility; process the trauma of the assault; and challenge the client's 
appraisals of the assault. We used a number of CBT techniques to attempt to 
improve the client's well-being e.g., guided discovery, thought records.
Outcome measures indicated a significant improvement in depression and overall 
psychological distress. This was concordant with the client's verbal feedback. He felt 
he had learned a number of skills, which would help him to cope more effectively in 
the future.
I have reflected throughout the report on my personal and professional 
development.
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People with Learning Disabilities: Case Report Summary
This case report describes a neuropsychological assessment of a 58 year old man, 
William, who had a learning disability who was referred to the Community Learning 
Disability Team by his support worker following concerns about his memory and 
ability to complete tasks.
Following an initial interview, William and I met on four occasions and completed a 
comprehensive battery of assessments in order to investigate whether William was 
showing evidence of cognitive decline. This battery included the WAIS-III to assess 
William's overall cognitive functioning and compare to a baseline assessment from 
2006, the WMS-III to assess his memory functioning and the GAS-ID and GDS-ID to 
assess his mental health. I also met with William's support worker to complete the 
ABAS-II in order to gain a more detailed picture of William's functioning in a variety 
of contexts.
The findings of the assessment suggested that whilst William's cognitive functioning 
was in the range expected given his diagnosis of a learning disability, his memory 
functioning was above what would be expected of someone his age without a 
learning disability. The assessment provided support for the alternative hypothesis 
that William was not showing evidence of cognitive decline, rather that he was 
being further disabled by his environment and the way that others interacted with 
him. My formulation includes William's desire to present himself as more 
cognitively able that he actually is and the impact of this on the support he receives. 
Recommendations are made for those working with William, which take account of 
these issues.
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Older People's Mental Health: Oral Case Report Summary
Overview
The oral presentation of clinical activity will give examples of a systemic formulation 
and intervention with a woman in her late 80s and her daughter who was her carer. 
This was my first experience of family work and of providing therapy in a client's 
home. The work therefore required me to develop my skills and adjust my approach 
for working in this different systemic and environmental context. I chose to present 
this work because I believe the experience has been beneficial in extending my 
competence in working with family systems.
Background and presenting problem
Mrs Clements was an 89 year old, White German woman. She moved to England 
when she was in her late twenties, got married and had two children. Mrs Clements 
led an active lifestyle, working full-time in a bakery until she was 80 years old and 
enjoyed knitting and gardening during her retirement. Mr Clements died in 1988 
from a heart attack. In 2001, Mrs Clements was diagnosed with osteoporosis which 
resulted in her experiencing chronic pain. In 2009, Mrs Clements' daughter and son- 
in-law moved in with her because she could no longer manage more strenuous 
activities of daily living
Presenting problem
Mrs Clements was referred to psychology because she was experiencing 'significant 
low mood'. She reported that she felt very low and that her pain was the most 
significant factor which contributed to this. She also reported feeling a burden on 
her daughter.
Focus of the oral presentation
The oral presentation will briefly discuss my development as a clinical psychologist 
to date before moving on to focus specifically on my development in working with 
family systems. I will present parts of the formulation and intervention with Mrs
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Clements and her daughter Caroline. I will give examples from the systemic 
formulation of their experience to demonstrate my development in complex 
formulation skills. I will then explain how the formulation informed aspects of the 
intervention with both the client and her daughter, giving two specific examples 
from the work. Firstly, I will present part of a one-off individual consultation with 
Caroline in which she discussed the difficulties she experienced in relation to her 
role as Mrs Clements carer. We developed a number of psychological coping 
strategies which she believed would help her to manage and increase her well­
being. Secondly I will discuss the use of externalising conversations with Mrs 
Clements. During assessment Mrs Clements described the osteoporosis and pain 
she experienced as an integral part of her. Externalising conversations were used to 
psychologically separate Mrs Clements from these difficulties and increase her 
sense of control over them.
Whilst Mrs Clements and her daughter gave written informed consent for the oral 
case presentation, Mrs Clements said she would prefer not to have the sessions 
recorded as she felt it would increase her anxiety prior to each session. With their 
agreement I will therefore present hypothetical audio clips to demonstrate the 
work. These were constructed from detailed clinical notes and include verbatim 
quotes.
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Specialist Child and Adolescent Mental Health Service: Case Report Summary
This case report describes an ongoing integrative psychological intervention with a 
13 year-old boy called Simon, who presented with social anxiety and depression 
following witnessing and experiencing domestic violence. The intervention took 
place in a multiagency day service for adolescents with complex needs.
Following initial assessment and integrative formulation, Cognitive Behavioural 
Therapy (CBT) was used in an attempt to challenge Simon's dysfunctional thinking 
styles. Following reformulation the intervention comprised a number of additional 
elements. First a more narrative approach was taken to the work and through the 
use of externalising conversations and therapeutic story writing Simon began to re­
author a new story of his experiences in which he has greater power and agency. 
Second, my supervisor and I began work with Simon's mother in order to build her 
confidence in parenting Simon and facilitating more open communication between 
them. Third, I worked systemically with the staff team at the day service in order to 
promote empathy with Simon through a psychological understanding of his 
behaviours.
Despite minor symptom reduction according to a psychometric measure of 
adolescent distress there were some changes in Simon's presentation over the 
course of the intervention. Simon had begun to engage more readily with education 
sessions in the day service. He had also made some progress in attending group 
sessions. Simon reported feeling happier and that his interactions with staff at the 
service have improved. Simon's mother also reported an improvement in Simon's 
mood and in her interactions with him.
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Research Dossier
The research dossier begins with a service-related research project conducted while 
on placement in an Adult Mental Health Setting using a qualitative methodology.
It then includes a Major Research Project -  the key constituent of this dossier -  that 
was conducted using a quantitative approach.
The research dossier ends with a log of research competencies acquired during 
training and an abstract of a group qualitative project completed during the first 
year.
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An effective means to integrate reflective practice into acute mental health care
settings
Service Related Research Project 
July 2010 
Year 1
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Abstract
Introduction: In acute psychiatric inpatient settings, where there is a need for rapid 
and unique responses to critical incidents, reflective practice may provide an 
opportunity for learning and practice development as well as respite from the 
maelstrom of day to day activity. Enhancing practice in this way is crucial in the 
context of increasing pressure on resources in the NHS and the need for quality 
inpatient care. However, enabling staff in acute settings to engage in meaningful 
reflection can be difficult for a number of reasons.
Methods: Following consultation with relevant stakeholders, two 30-minute focus 
groups were facilitated with staff from an acute psychiatric inpatient unit, to discuss 
the experience of reflective practice and possible ways in which its usefulness could 
be maximised. Seventeen staff from two wards voluntarily participated in the 
discussions. Focus groups were recorded and transcribed. Participants remained 
anonymous except to the group facilitator. The project was registered with the 
Trust Audit and Effectiveness team.
Analysis: Transcripts were analysed using thematic analysis as described by Braun 
and Clarke (2006). According to this method, the transcripts were initially coded and 
these codes were grouped under broader themes. Codes were checked with a 
second person in order to promote robust analysis
Results: Three master themes emerged from the analysis: Learning; Support; and 
Group Process. Discussion of these themes was divided into subthemes, which were 
substantiated by the text.
Discussion: Implications for practice are discussed which include clarifying the role 
and purpose of reflective practice as well as providing a model of reflection to 
facilitate the process. Critique of the methodology used here is also included.
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Introduction
Reflective practice has been described as "the critical analysis of everyday working 
practices to improve competence, promote professional development, develop 
practice generated theory, and help professionals make sense of complex and 
ambiguous practice solutions" (Cowdrill & Dannahy, 2009, p ll7 ). From this 
perspective providing space for reflection seems essential to the development of 
effective mental health services in which staff are supported to offer the best care 
possible and respond to the changing needs of service users and carers.
Both health policy guidelines and professional education programmes promote 
reflection as a practical tool for the integration of theory to practice and the 
Department of Health (DoH; 2002b) highlights the importance of reflection within 
the mental health working environment to create:
'space that allows for reflection, thinking and understanding and the 
thoughtful application of skills, knowledge and timely interventions/
(DoH 2002b: 21)
Stedmon (2003) suggests that the practitioner knowledge base is derived from 
reflection on the position of 'self in a situation and reflection on practical 
experience. Reflection therefore seems essential to building upon previously 
acquired knowledge through learning from experience and the integration of both
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of these elements. Additionally, with the introduction of clinical governance, 
reflecting on practice would seem key to the process of continual improvement of 
care by minimising clinical risks and continuing the development of organisations 
and staff. Mantzoukas (2008) suggests that reflection must be a core component in 
the implementation of best evidence in practice.
The provision and use of reflective practice sessions is particularly important in 
acute psychiatric inpatient settings, where there is a need for rapid and unique 
responses to critical incidents. Group reflective practice can offer alternative 
perspectives that may not emerge in individual reflection and may result in more 
significant learning. Furthermore, this can provide an opportunity for collective 
practice change and support in this process. Sessions also provide an opportunity 
for respite from the maelstrom of the day-to-day activity, where 'doing' is seen as a 
necessary outcome, to actively engage with and participate in the process of 
reflection. These functions seem pertinent in light of increasing pressures on 
resources (Sussex Partnership, 2010) and the need for quality inpatient care 
through which admissions to hospital continue to be part of the experience of care 
for people with acute mental illness (DoH, 2010).
Two recent models (Cowdrill & Dannahy, 2009; Thorndycraft & McCabe, 2008) of 
reflective practice groups in acute settings seem to highlight the following 
important features/functions of the group:
• providing a non-judgemental safe place to explore the individual impact of 
work in an acute setting, feelings regarding differences of professional 
opinion and concerns/uncertainties regarding work with patients
• developing effective multidisciplinary communication structures which aid 
greater understanding of/respect for the role of others
• developing a consistent and cohesive team approach to procedures and 
boundaries for working with patients
• fostering the gaining of mutual support, knowledge and insight from others.
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However, enabling staff in acute settings to engage in meaningful reflection can be 
difficult for a number of reasons and tends to be planned around organisational 
structures; clinical versus management colleagues. The aim of this project is to 
explore staff attitudes towards and beliefs about reflective practice and possible 
ways in which the current provision of reflective practice can be adapted in order to 
maximise its usefulness. The project was commissioned following a supervisor 
recognising the need to maximise reflective practice to enhance the quality of the 
service delivered
Methods
The project was registered with the Trust Audit and Effectiveness team following a 
decision from the Research and Development team that full ethical approval was 
not required. The project was discussed with ward managers on two acute wards 
(one Psychiatric Intensive Care Unit (PICU) and one open ward), in an acute 
psychiatric inpatient unit. Support for the project was established and the 
practicalities of the data collection considered. One focus group for each ward was 
scheduled, taking place following ward handover, when the ward had higher 
staffing levels. Information about the project was placed in staff areas a week in 
advance of each focus group (Appendix 1).
Each focus group lasted half an hour. A brief introduction was given and staff were 
informed that participation was voluntary. Those who wished to participate read an 
information sheet (Appendix 2) and gave written informed consent (Appendix 3). 
Ward staff from any discipline and at any level were invited to participate. Each 
focus group was recorded. Discussion was guided by the following questions: What 
do you understand as the purpose of reflective practice?; What do you find useful 
about reflective practice sessions?; What could make reflective practice more useful 
to you in your work?; What could facilitate your engagement in reflective practice 
sessions?
Between the focus groups, I discussed the first with my academic supervisor, in 
order to obtain feedback about my facilitation. On reflection, I had positioned
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myself as a co-participant in the discussion, rather than as facilitator. Furthermore, 
through over-frequent summaries of the discussion I closed down some 
conversations. I was mindful of this during the second group and took notes on a 
flip chart in order to facilitate the discussion.
Analysis
Each focus group was transcribed and analysed using thematic analysis as described 
by Braun & Clarke (2006; Appendix 4). This method was chosen because the stages 
are explicitly stated and described, promoting transparency in the analysis. Braun & 
Clarke (2006) suggest that "it is relatively easy to conduct a good thematic analysis 
on qualitative data, even when you are still learning qualitative techniques".
Moreover, thematic analysis is not allied with any particular theoretical perspective 
and can be conducted from anywhere along the essentialist-constructionist 
continuum. Here, a social constructionist perspective was adopted because I 
consider the reality in the way that reflective practice takes place to be a 
construction of the participants, facilitators and the practice and policy context of 
the Trust.
The thematic analysis resulted in 35 codes (Appendix 5), which were grouped in to 
three key themes. Codes were checked with a second person in order to promote 
robust analysis.
Results
Three key themes emerged from the analysis: Learning; Support; and Group 
Processes.
Learning
A main theme emerged about the learning opportunity created by reflective 
practice and the subsequent possibilities for the enhancement of practice. This 
discussion centred on whole-team learning and peer-learning.
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In respect of learning from critical/serious incidents, positive and negative feedback 
about practice was discussed:
" it can identify positives and negatives, so it doesn't necessarily mean, you know, 
what's been difficult, what's been good as well and how we can use that",
although it was suggested that discussion of positive practice was less common
"I don't think we're so good at the positive s tu ff’ .
Perhaps greater opportunities for learning are believed to emerge when practice is 
perceived as more challenging. Nevertheless, these occasions were considered an 
opportunity to learn from current practice and draw on past experience to promote 
whole team to progress:
" if  you've got something on the ward that the team find really challenging.. it
needs to then have that structure o f saying 'what do we do with it, you know, what 
have we learnt in the past and how are we gonna use that in the future?'”
A further sub-theme emerged regarding peer-learning. Reflective practice is 
considered a useful setting to share ideas and understand the perspectives of 
individual team members:
"it's a chance to learn from each other as well, because you'll have different takes 
on things that you may not immediately consider".
This was considered useful in promoting a consistent approach:
"it's sometimes good to come together and er decide and you know find out why 
your colleagues are doing something, you know get their understanding and maybe 
work together on something that's workable fo r everybody as well as the patient 
obviously".
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Support
A second theme depicts the importance of using reflective practice to provide peer- 
support. This focused mainly on emotional support related to the work. Sub-themes 
emerged regarding the expression and management of emotional reactions:
“cast a circle and give out all the negative energy", and the validation and 
containment of these emotions:
“sometimes it's nice to know that other people are feeling the same way" and 
“express and explore it but without letting it overtake as well".
Whilst the provision of emotional support seemed important, there was some 
indication that it may be too “exposing" in this environment to fully explore the 
personal impact of the work, highlighting the complementary nature of reflective 
practice and clinical supervision:
“ in supervision you might talk about how the work has impacted on you more 
personally and then in reflective practice you might talk about how it affects the 
team".
It also seemed important that the expression of emotion should be linked to 
structured learning:
“ this is how I fe lt but this is actually, when I look back on it, I know the reasons why 
and this is what I've done about it"
Furthermore, differing perspectives emerged about the role of “ offloading" in 
reflective practice sessions. Whilst this appeared to be useful in some 
circumstances:
“ I think it depends on what is happening out there, doesn't it? How heavy the work's 
been, how stressful it's been",
others felt that this was less appropriate in this context:
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"It's the wrong environment fo r offloading, it's about team kind o f stuff" and "it's 
not reliant on that time being your time to offload everything about that particular 
issue” .
There was also some discussion around the tendency for reflective practice to 
become more "like a counselling session than reflective practice" and it seemed to 
be implied that this was not a good use of reflective practice time.
Overall, reflective practice sessions seemed an important "protected" or "sacred” 
space, enabling contained expressions of emotion by staff, away from the main 
ward environment.
Group Process
The final theme of group process consisted of three subthemes: facilitation style; 
participant factors; and overall processes.
Facilitation style
Factors embedded within this theme were structure and theory-practice links. 
Discussion of the structure of reflective practice sessions was concerned with how 
to promote effective use of time:
"there does need to be an element o f structure to it  ....because it can tend to be a bit 
of a moaning session and then you lose focus” .
Furthermore, there was some discussion around the use of collaborative agenda 
setting:
"I think what I feel a lack of during our meetings is there is no clearly specified topic 
by us",
and how this could facilitate structured reflection and promote inclusion of all 
group members:
"'cos very often there is someone like me orX  that will dominate (laughter)....and it 
doesn't always give other people the chance” .
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Secondly, there seemed to be a desire to make theory-practice links explicit in 
reflective practice:
"there's a lot o f information out there and we haven't got all the resources and 
knowledge to bring that into our practice."
This was linked to the need to summarise learning points from the session:
"I guess if  the person who was facilitating it  could sort of like say at the end like here 
is the sort o f salient points, you know, how would we do things differently next time 
and maybe everyone can like say well we'll do it  this way or we'll do it  that way” .
There also seemed to be a desire to place emphasis on outcomes of reflective 
practice, over and above process. This was discussed in the context of a perceived 
need for action following the sessions:
"you don't know what's gonna happen next", "we made some decisions and then we 
don't know what happened, what is the outcome?"
Participant Factors
Discussion included factors pertaining to the group participants. This 
predominantly focused on the degree to which different participants actively 
participated in the group, placing importance on choice about whether to actively 
participate in sessions: "as long as it is pointed out that you don't have to say 
anything". Furthermore, attitudes towards reflective practice were discussed. 
Generally it appeared that reflective practice was considered to be a low priority by 
staff, particularly given the number of other pressures on their time:
"viewing it as a chore, quite often, which is not what it  should be at all....it's sort of 
pointless i f  you come into it thinking 'oh god I've gotta reflect'".
This was despite conversation in both groups about the value of protected 
time/space. It is possible that this ambivalence is linked to a lack of clear 
understanding of the purpose of reflective practice "Why have I got to do it? I don't 
need it."
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The perceived value of reflective practice also seemed to depend on ward activity,
"you know if  the word is very busy....then there is reflective practice you have to sit
through and you kind of think 'well I'm leaving the ward a bit short at the
moment'.
One could speculate that what happens in reflective practice may, to some extent, 
mirror what happens on the ward. For example, the reactive nature of the 
demanding ward can be seen in the lack of reflective space mindset for the staff and 
everyone continues with being reactive. Bringing this into the collective conscious 
may facilitate greater understanding and exploration of the team dynamics and the 
general impact of the work on the whole team.
Overall Processes
There was discussion of factors related to overall processes within reflective 
practice groups. Firstly, there seemed to be consensus that the sessions should be 
closely related to ward activity, both passively: "/ think that all depends on how the 
ward is at the time", and actively:
"It needs to be like needs led, so if  you've got something on the ward that the team
find really challenging you are gonna talk about your feelings around that and
how you relate to it.”
These ideas seem to highlight the need for reflective practice to be dynamic, whilst 
perhaps being grounded in a model, which could facilitate structure and 
participation.
Secondly, it seemed that reflective practice was often problem-focused:
"we couldn't actually think o f a subject to talk about because everything's going 
fine", "it's identifying problems and then looking at ways o f solving those really” or 
used to resolve conflicts or inconsistencies in practice "sometimes we get conflicts
or er, inconsistencies.... and it's sometimes good to maybe work together on
something that's workable fo r everybody."
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This seems to highlight the need to communicate a clear rationale for reflective 
practice that can be used to promote understanding of the ways in which sessions 
may be used.
Discussion
Clear themes emerged from the focus group discussions about reflective practice. 
These encompassed the perceived benefits of sessions as well as an awareness of 
individual and group processes and how these may facilitate or hinder effective 
discussion and reflection.
Implications fo r practice
The participants identified a need to have an explicit rationale for reflective 
practice. This may increase understanding and therefore manage expectations 
about what reflective practice sessions would offer. Integral to this would be the 
need to provide a model of reflection which can be used to structure discussion. 
Through reducing uncertainty about the purpose of reflective practice, engagement 
with the process may be facilitated. When considering how this may be effectively 
communicated to all staff, the introduction of an annual seminar on reflective 
practice would create a platform for discussion and an ongoing process for review 
and promote its integration into clinical practice. Additionally, a poster could be 
produced and placed in staff areas to provide a reminder of the function that 
reflective practice sessions serve.
Secondly, providing structure for, and summaries of the discussions, may crystallise 
learning from the sessions and enable all staff to gain from the group even though 
not all were present. This would seem important in order that the time available for 
reflective practice is maximised in the context of efforts to provide high-quality 
acute care, to support the development of a specialist care workforce. It would also 
seem important that reflective practice sessions continue to remain flexible in their 
focus from session to session in order to incorporate both problem- and emotion- 
focused reflections.
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Findings from this project have been presented to the acute care psychology 
department (Appendix 6) and a more detailed report is being prepared for wider 
dissemination in the unit and Trust.
Reflections on the process
It seems important to explain my position in relation to this project and therefore to 
the analysis presented here. Prior to facilitating the focus groups, I had been on 
placement at the unit once a week for approximately four months. Despite little 
previous direct interaction with the participants, it is likely that they would have 
seen me on the wards with one of the two psychologists at the unit. Also, I was 
transparent in explaining that the project had been commissioned by the 
Consultant Psychologist. It is possible that despite an explanation of anonymity, 
these factors may have impacted on the focus group discussion. However, it 
seemed participants felt able to be appropriately open when discussing factors such 
as facilitation style.
Furthermore, a number of factors may have influenced my interpretations. Firstly, 
my knowledge and experience, however limited, of the inpatient unit, its staff and 
practices, may have provided context to my interpretations. Secondly, as the 
facilitator, my interpretations may reflect factors other than those represented by 
the text. One could argue that this enriches the interpretation or that it provides a 
source of bias. Thirdly, the coding of each transcript was completed a month apart, 
which may have impacted on the reliability of the process, although an attempt was 
made to minimise this through independent corroboration of the codes.
Conclusion
Reflective practice is an important vehicle for supporting staff in the acute 
psychiatric setting (Cowdrill & Dannahy, 2009). It can facilitate learning and 
development in teams and provide support for individuals working in the acute-care 
environment. To maximise the usefulness of reflective practice sessions, it is 
important that there is a collective understanding of the purpose of these sessions 
in order to promote their value and facilitate staff engagement.
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Appendix 1. Recruitment Poster
I would like to know your views 
about reflective practice sessions 
on the ward
I will be facilitating a one-off discussion group on the ward to talk about this on 
Tuesday 6th April from 2:15-2:45pm
I am a trainee clinical psychologist. This project forms part of my training with the
University of Surrey.
Please sign your name below. I need eight people.
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Appendix 2. Information sheet
Reflective practice -  what are your views?
Information sheet
I am conducting a small research project to gather ward staff views about reflective 
practice, how it is offered at (hospital name) and what can be done to maximise the 
usefulness to ward staff of reflective practice sessions. This project is being 
conducted as part of my clinical psychology training and is being supervised by 
[placement supervisor name] (hospital name) and [academic supervisory name] 
(University of Surrey).
I will be facilitating two focus groups (approx 30 minutes) with staff from two wards 
at [hospital name] to gather your views. These sessions will be tape-recorded and 
transcribed. You will remain completely anonymous except to myself and my 
University supervisor who will listen to the tapes and read the transcripts. For the 
purposes of the transcript each member of the group will be identified by a 
number.
The transcripts will be analysed to extract the main themes from the discussions 
following which the audiotapes will be destroyed. The themes will be presented 
back to staff at [hospital name], in particular to the participants, clinical 
psychologists and ward managers. The findings will be used to develop the way in 
which reflective practice is offered at [hospital name].
If you agree to take part I will need you to sign a consent form to say that you have 
read and understand this information. These consent forms will be stored in a 
locked filing cabinet, separate from the audiotapes and transcriptions. The 
transcriptions will be stored on password protected computers. You are free to 
withdraw from the research at any time.
If you have any questions please ask me either in person or by contacting me by 
email [trainee's email address] I am also at [hospital name] on Wednesdays.
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Appendix 3. Consent form
Reflective practice -  what are vour views? 
Consent form
I have read and understood the information about the research project □
I understand that I am free to withdraw my participation at any time □
I agree to take part in the research project □
Signed
Name
Date
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Appendix 4. Phases of thematic analysis from Braun & Clarke (2006)
Phase Description of the Process
Familiarizing yourself with the data Transcribing data (if necessary), reading 
and re-reading the data, noting down 
initial ideas
Generating initial codes Coding interesting features of the data 
in a systematic fashion across the entire 
data set, collating data relevant to each 
code.
Searching for themes Collating codes into potential themes, 
gathering all data relevant to each 
potential theme
Reviewing themes Checking of the themes work in relation 
to the coded extracts (level 1) and the 
entire data sets (level 2), generating a 
thematic 'map' of the analysis.
Defining and naming themes Ongoing analysis to refine the specifics 
of each theme, and the overall story the 
analysis tells, generating clear 
definitions and names for each theme.
Producing the report The final opportunity for analysis. 
Selection of vivid, compelling extract 
examples, final analysis of selected 
extracts, relating back of the analysis to 
the research question and literature, 
producing a scholarly report of the 
analysis.
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Appendix 5 -  Codes generated from analysis
Learning Support Group Process
Improving future practice Expressing negative 
emotions
Practice-focus
Sharing ideas Protected space Needs-led
Sharing perspective Supportive
environment
Conflict resolution
Peer learning Space away from the 
ward
Problem-solving
Learning from critical 
incidents
Validation of feeling Facilitation style
Understanding and resolving 
inconsistencies
Counselling Reluctance to speak
Gaining clarity Focus on personal 
and team impact of 
the work
Negative perception of 
reflective practice
Feedback about work 
(positive and negative)
Offloading Structure/framework
Drawing on past experience Containment of 
emotions
Outcomes/decision making
Understanding/learning from 
emotional reactions
Process over outcomes
Evidence-base/theoretical
underpinning
Feedback
Inclusion
Interpersonal process
Choice about speaking or 
listening
Collaborative agenda 
setting
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Appendix 6. Letter from service
9 June 2010
Mary John 
Course Director 
Clinical Psychology 
University of Surrey 
Guildford 
GU27XH
Dear Mary
This letter is to confirm that while on placement with the Acute Care Psychology 
service at (Service Location), (Trainee Name) was asked to look at maximising the 
usefulness of reflective practice sessions on the wards for her Service Related 
Research Project.
She has now completed this research and has fed back the main findings to us. 
There is also a plan to feed back to the ward staff of the two wards who took part in 
the focus groups.
Yours sincerely
Psychology Lead for (Service Location)
Shame and Depression in Adolescence:
Do Rumination and Social Rank Mediate this Relationship?
by
Jemeela Savage
Submitted for the degree of Doctor of Psychology (Clinical Psychology)
Department of Psychology 
School of Human Sciences 
University of Surrey
July 2012
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Abstract 
Background
Shame is considered to be a negative emotion which encompasses feelings of 
inferiority, self-condemnation and the desire to hide from others. It has been 
associated with psychopathology, including depression, which is a significant and 
growing concern particularly in young people. Understanding how shame 
contributes to adolescent depression is therefore important.
Previous research with adults indicated that rumination and social rank are 
important in the relationship between shame and depression. However the small 
number of studies related to adolescent depression suffered from methodological 
weaknesses and did not test for mediation.
Objectives
The present study aimed to elucidate the contexts in which adolescents experience 
shame. Moreover it aimed to investigate whether rumination and social rank (social 
comparison and submissive behaviour) mediated the relationship between shame 
and depression in adolescents.
Method
A cross-sectional, questionnaire-based design was used and data were collected 
from a community sample of 16 to 18 year-olds (mean age 17.09). Measures of 
chronic, external and event-specific shame, general and event-specific rumination, 
social comparison, submissive behaviour and depression were completed by 188 
participants (175 females and 13 males).
Results
The findings suggested that adolescents experienced shame in a variety of contexts 
including bullying, poor academic achievement and relationship difficulties. 
Mediation analyses suggested that rumination did not significantly mediate the 
relationship between shame and depression in adolescents, independently of social
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rank. Social comparison and shame appeared to act in a reciprocal relationship to 
influence adolescent depression. Shame and submissive behaviour behaved 
similarly but in adolescents submissive behaviour may be protective.
Conclusion
The findings differed from previous research examining shame, social rank, 
rumination and depression in adult samples. In the presence of shame, social rank 
may be more important than rumination during adolescence in relation to 
depression as an outcome.
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1.0 Introduction
1.1 Overview
Over the past decades, the field of emotion research has expanded dramatically. 
However, in contrast to the basic emotions e.g., joy, anger and fear, research into 
self-conscious emotions e.g. shame, guilt and pride, has been less extensive. Given 
the reported links between the self-conscious emotions and mental health this 
group of emotions would seem to be of equal importance in terms of treating 
mental illness and promoting well-being and resilience. Despite the relative recency 
of research into the self-conscious emotions, considerable developments have been 
made both theoretically and empirically in understanding these emotions both 
collectively and distinctly. Predominantly these developments have been made 
through research with adult populations in Western cultures although more 
recently consideration has been given to the effects of such emotions cross- 
culturally and in younger samples. Of all the self-conscious emotions, shame and 
guilt have been the most studied, possibly because of their clinical relevance and 
links to psychopathology (Gilbert, 2002). Whilst in both adult and adolescent 
samples shame and guilt have been linked to the experience of mental ill health 
(Kim et al., 2011; Mills, 2005), the mechanisms through which this relationship 
operates is less clear, particularly in younger populations due to the dearth of 
research with young people. What has emerged from research with adults is that 
shame appears to be the more debilitating of the two emotions and trumps guilt in 
terms of its relationship with distress and mental ill health, particularly depression 
(Kim et al., 2011).
Depression in adolescents is a significant and growing public health concern. 
Although younger children show prevalence rates of only 1-2%, the point 
prevalence of adolescent depression is approximately 8%, with the average episode 
lasting between six and eight months (Kessler & Wang, 2008). It is of course 
possible that lower prevalence rates in younger children reflect the fact that 
depression is likely to present differently at this age and therefore be 
underestimated. From a clinical perspective, adolescent-onset depression has a
I l l
chronic, episodic course, marked by frequent recurrences and considerable 
impairment that account for a substantial proportion of the health care costs 
incurred by this age group. Moreover, depression in adolescence is associated with 
other negative outcomes including substance abuse, academic problems, smoking, 
high-risk sexual behaviour, physical health problems, impaired social relationships, 
and a 30-fold increased risk of suicide (Stolberg etol., 2002).
The present study aims to build on previous research with adults, which indicates 
that rumination and social rank are influential in the relationship between shame 
and depression, and therefore represent credible targets for intervention. Through 
the use of questionnaires measuring different facets of shame, social rank, 
rumination and depression as an outcome it is hoped that this study will provide 
greater clarity to the concept of shame in adolescents, how it may differ from 
shame in adults, and possible mechanisms through which it may contribute to 
depression in adolescents. If this greater clarity is achieved, this study may provide 
the basis for further research as well as informing intervention in this population.
This introduction therefore presents a review of recent and seminal literature 
relating to shame, social rank, rumination and depression. The first part of the 
introduction outlines the literature on shame, paying attention to definitional and 
conceptual issues including how it differs from guilt, before moving on to discuss 
how shame relates to culture, gender and psychopathology. The introduction will 
then outline the relationship between rumination and depression before reviewing 
the recent literature exploring the associations between shame, rumination and 
depression. Finally, a review of the literature examining social rank, shame and 
depression will be offered before stating the need for further research in these 
areas with adolescent populations.
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1.2 Shame
1.2.1 What is shame?
Defining shame is not straight-forward. As Gilbert (1998) points out, a variety of 
shame theories exist which are rooted in different schools of thought. For example 
shame has been considered from psychoanalytic, affect-cognitive, developmental 
and cognitive behavioural perspectives. Shame has also been conceptualised and 
studied in terms of a variety of components and mechanisms, e.g., emotions, 
cognitions and beliefs (Tangney, 1996) as well as behaviours (Andrews eta!., 2002). 
Shame has been defined as a negative human emotion which can encompass 
feelings of inferiority (Kaufman, 1996), self-condemnation and the desire to hide 
from others (Lewis, 1992; Tangney, 1995) and which focuses on the evaluation of 
one's self against a set of internalised standards (Stuewig & McCloskey, 2005). This 
would suggest that shame is a complex emotion that requires detailed 
investigation.
1.2.2 Shame as a self-conscious emotion
In the psychological literature on emotion, shame has been classified under the 
umbrella of "self-conscious emotions" with others including guilt, pride and 
embarrassment (Lewis, 2000). Self-conscious emotions are those which are evoked 
by self-reflection and self-evaluation (Tangney, 2005). Tracy and Robins (2007) 
suggest that self-conscious emotions differ from other types of emotions e.g. 
primary emotions, in a number of ways. The pertinent features are the fact that 
self-awareness and self-representations are thought to be a prerequisite for self- 
evaluation out of which such emotions arise. These representations may relate to 
the self relational, social and collective contexts as well as the individual self (Tracy 
& Robins, 2007). In addition, self-conscious emotions are said to emerge later in 
childhood than basic emotions, perhaps around 18-24 months (Lewis, 2000). 
However, this view is contested in the developmental literature by theorists who 
suggest that young infants are capable of experiencing self-conscious emotions 
including shame (Draghi-Lorenz et al., 2001).
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Self-conscious emotions are thought to differ from other types of emotions in that 
they facilitate the attainment of complex social goals such as the maintenance or 
enhancement of status or the prevention of group rejection (Tracy & Robins, 2007). 
Unlike the basic emotions, Tracy and Robins (2007) suggest that self-conscious 
emotions are not universally recognisable from discrete facial expressions. Instead, 
distinct combinations of posture, head-movement and facial expressions have been 
identified for some of the self-conscious emotions (Tracy & Robins, 2004b). Of note, 
self-conscious emotions are thought to be more cognitively complex than basic 
emotions given that they require the formation of stable self-representations as 
well as the ability to reflect on these representations. Greater understanding of this 
complexity is likely to support clinicians in intervening when emotions such as 
shame and guilt are maintaining distress.
1.2.3 The difference between shame and guilt
In distinguishing shame from the other self-conscious emotions, the literature has 
focused on the difference between shame and guilt, given that these two terms are 
often used interchangeably or collectively (Tangney, 2005). Despite this, in her 
seminal work Shame and Guilt in Neurosis Helen Lewis (1971) proposed that shame 
and guilt were conceptually distinct emotions characterised by different 
experiences. According to Lewis (1971) shame results from a negative evaluation of 
the global self whereas guilt is related to the negative evaluation of a specific 
behaviour. This view of shame and guilt as conceptually distinct is widely supported 
in the literature (Lewis, 2000; Tangney & Bearing, 2002).
Tracy and Robins (2007) propose a model of the self-conscious emotions which 
highlights this distinction and specifies that shame results from internal, stable, 
uncontrollable and global attributions e.g., "I am a dumb person", whereas guilt 
arises from internal, unstable, controllable and specific attributions e.g., "I didn't try 
hard enough". The authors cite numerous published, empirical studies which 
support their model by indicating that individuals who attribute poor performance 
to ability are more likely to experience shame, whereas those who attribute poor 
performance to effort are more likely to experience guilt. Furthermore, research
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suggests that individuals who tend to make internal, stable uncontrollable 
attributions tend to be more prone to shame whereas those who tend towards 
internal, unstable controllable attributions are more prone to guilt (Tangney, et al., 
1992; Tracy & Robins, 2006b).
From this perspective shame may be considered the more debilitating of the two 
emotions given that guilt may motivate an individual to make amends for the 
behaviour whilst shame may result in negative feelings towards the self which are 
non-productive and often incapacitating or destructive (Deblinger & Runyon, 2005) 
and lead to the desire to 'hide from others or to sink to the floor and disappear' 
(Tangney et al., 1992, p.469). Conversely, Tangney (2005) suggests that shame can 
be useful in some circumstances where it motivates productive soul searching and 
results in a revision of priorities or values. She goes on to propose that 'perhaps 
non-shame-prone, high "ego-strength" individuals with a solid sense of self may 
occasionally use shame constructively in the privacy of their own thoughts' (p.393). 
She does however acknowledge that the debilitating 'ego-threatening' nature of 
shame may render such positive outcomes difficult or impossible for the majority. 
Lewis (1971) noted that there are individual differences in the degree to which 
people experience shame or guilt across a range of situations. The contexts in which 
adults experience shame have been studied in depth and this has resulted in a 
number of different conceptualisations of the emotion.
1.2.4 Conceptualisations of shame
Broadly, shame can be conceptualised as internal or external in terms of the 
perspective from which a person evaluates themselves negatively. That is, internal 
shame refers to negative self-evaluation resulting from negative internal 
judgements about the self, for example compared to an idealised or ought self. In 
contrast, external shame results from the belief that one is viewed negatively by 
others (Gilbert, 1998). This internal or external shame can relate to evaluation of 
one's character, behaviour or body (Andrews et al., 2002).
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More specifically, empirical literature focuses on the degree to which a person is 
disposed towards the experience of shame and how this relates to a variety of 
outcomes. Despite the focus on dispositional shame Gilbert (1998) identified three 
different conceptualisations of high-shame individuals which were present in the 
published literature. He recognised the term shame-prone as being used to refer to 
individuals who were particularly sensitive to the experience of shame when 
exposed to potentially shaming situations (e.g., Tangney & Bearing, 2002). He 
suggested that this differed from the concept of global or generalised shame which 
described the frequent or continuous experience of shame regardless of situational 
cues (e.g., Andrews, 1998). A further conceptualisation referred to chronic shame 
relating to particular personal characteristics or behaviour. A person may therefore 
experience chronic shame in relation to one aspect of the self e.g. character, body 
or behaviour, but not others. These three conceptualisations of shame therefore 
differ in terms of whether the experience of shame is pervasive, follows a trigger, or 
has a specific focus. It seems plausible to suggest that each of these 
conceptualisations can be seen as comprising both internal and external shame in 
that in all cases the shame may relate to a person's negative view of themselves or 
the belief that others view them unfavourably.
1.2.5 Shame and culture
Culture plays an important role in emotion and in the production of self-conscious 
emotions in particular (Tracy & Robins, 2004a). Despite this, the majority of 
psychological research studies into shame and guilt are carried out in Western 
cultures. As such, the prevailing models of shame and guilt which have been 
discussed here focus on the notion of individualism which pervades these cultures. 
Wong & Tsai (2007) argue that such models ignore findings from several studies 
which document significant cultural variation in the elicitors and consequences of 
these emotions as well as the cultural value that is placed on them. Furthermore, 
they contest that the predominant models are based on assumptions which may 
hold no relevance cross-culturally. For example, they suggest that the models 
reflect a view of the self as separate from others and defined by stable personal
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characteristics and are based on Western ideals of 'feeling good' and avoiding 
negative evaluation. Wong and Tsai (2007) present a credible argument that these 
ideals do not hold for other cultures. For example they highlight collectivist cultures, 
which value interdependent concepts of the self that may extend to members of 
one's family, community and religious group, and which expect negative self- 
evaluation as it serves to promote self-improvement.
Indeed, some research suggests that shame is viewed differently by different 
cultures. For example, Tsai (2006, cited in Tsai & Wong, 2007) conducted a 
laboratory study to compare European-America, Asian-America and Hong-Kong 
Chinese students' views of shame. They found that Hong-Kong Chinese participants 
valued shame more (or devalued it less) than other participants even after 
controlling for the degree of shame experienced. A study by Li et al. (2004) suggests 
that shame may represent a more complex phenomenon in Chinese culture than in 
English speaking ones. They found 83 shame related terms in the Chinese dictionary 
and their Chinese participants were able to provide additional terms and phrases to 
describe shame, resulting in a total of 113 shame-related terms. Similarly Fessier 
(2004) compared the frequency with which different emotion words were used in 
the discourse of two disparate cultures: American and Sumatran. Using cards with 
emotion words printed on them, Fessier (2004) asked 75 people from a Sumatran 
village who spoke Malay and 80 people from California to rank the prevalence of 
each emotion in their own context. In the Sumatran village, the word for shame 
ranked second out of 52 in terms of frequency, whereas in the American sample the 
word shame ranked forty-ninth.
In addition to indicating that shame may be more valued, complex or prevalent in 
non-Western cultures, research findings suggest that both the elicitors and 
consequences of shame may vary cross culturally. For example, Tracy and Robins 
(2004a) suggest that a child making an intelligent comment in class may experience 
either shame or pride, depending on whether cultural value is placed on being 
intelligent (individualistic) or fitting in with others (collectivist). This suggests that
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the emotional experience is dependent on cultural values and the goals which are 
derived from them.
Where collectivist cultural values prevail it appears that shame may result from 
both negative evaluations of one's own actions, as in Western cultures, but also 
those of people included in the extended sense of self. Stipek (1998) presented 
participants with hypothetical scenarios where either they or a close family member 
were responsible for a transgression. They found that Chinese participants were 
more likely to report feeling shamed in response to a family member's 
transgression than European-American participants. Other authors (Bedford & 
Hwang, 2003; Camras & Fatani, 2004) support the notion that in a collectivist 
culture, the individual experience of shame may result from the actions of another 
given that the action may be incongruent with the goals of the extended self. This 
view contrasts with traditional shame models where shame results from internal, 
stable, global attributions.
In terms of the consequences of shame less has been written. One study by Bagozzi 
et al. (2003) examined the experience of shame in salespeople from the Philippines 
and the Netherlands. They reported that whilst shame was experienced similarly in 
both cultures in response to customer actions, the behavioural responses differed. 
Dutch sales people engaged in more protective behaviours e.g. withdrawal from 
conversation with customers, which resulted in a decrease in effective 
communication and lower sales. In contrast Filipino sales people increased their 
relationship building efforts in response to feeling shamed as well as their degree of 
courtesy and general efforts on the job. Instead of wanting to hide, Filipinos saw 
shame as a signal of discord in the relationship which motivated them to attempt to 
repair the relationship. This suggests that the behavioural and emotional 
implications of shame may vary according to the cultural beliefs, values and scripts 
surrounding them. Indeed Wallbott and Scherer (1995) analysed self reported 
experiences of shame across 37 cultures. They found that experiences of shame in 
more collectivistic countries had less negative influences on self-esteem and on 
relationships. Shame experiences in collectivistic cultures were also associated with
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more smiling and laughing, suggesting that the experience was less negative. This is 
consistent with Confucian conceptualisation of shame as an emotion that directs a 
person's focus inwards for self examination and motivates the person towards 
change (Li et al., 2004). Together these studies support the idea that in Western 
society shame is considered a negative experience which should be avoided and in 
Eastern cultures is viewed more positively as a trigger for self-improvement. Whilst 
further research is needed to understand how the consequences of shame might 
differ cross culturally, it seems fair to say that a universal concept of shame does 
not exist and that its antecedents and consequences seem to vary depending on 
how it is viewed in a given context.
1.2.6 Shame and Gender
As shame appears to differ cross culturally it seems that it may also vary by gender. 
Indeed the finding that females of all ages score significantly higher on shame 
measures than males is reported frequently throughout the literature (Akbag & 
Erden-lmamoglu, 2010; Tangney & Bearing, 2002; Woien et al., 2003). However, 
Ferguson and Eyre (2000) suggest that this significant gender difference may not be 
a reality. From their extensive review of the empirical evidence regarding actual 
gender differences in shame-proneness they conclude that these differences are 
most likely to be found when scenario-based assessments of shame are used. The 
most commonly used of these measures is the Test of Self-Conscious Affect (TOSCA; 
Tangney et al., 1989) which asks participants to imagine they are the protagonist in 
a situation e.g. "You make a mistake at work and find out that a co-worker is 
blamed for the error" and to rate the likelihood that they will respond in a variety of 
ways. One response which is included is thought to be triggered by feelings of 
shame: "Keep quiet and avoid the co-worker".
Ferguson and Eyre (2000) report that researchers using a variety of other measures 
inconsistently find the anticipated gender difference and in some cases, for example 
where frequency measures are used, actually find the opposite, that men report 
greater shame. Ferguson and Eyre (2000) suggest that reported gender differences 
in shame may represent in part a measurement artefact related to the measures
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which used hypothetical situations to assess shame responses in research e.g., the 
TOSCA. They suggest that that these hypothetical situations depict certain types of 
standard violations which are less acceptable in women than in men and thus result 
reports of higher shame in women.
There are clearly some methodological issues at play here which relate to 
differences in gender role expectations between men and women. It is possible 
therefore that whilst gender differences in the experience of shame and guilt may 
exist, these are likely to be over-estimated in studies which use hypothetical 
situation-based shame measures.
1.2.7 Shame and psychopathology
According to Fischer and Tangney (1995) the self-conscious emotions play a central 
role in motivating and regulating almost all of people's thoughts, feelings and 
behaviours. Goff man (1955) agrees, suggesting that all social behaviours are 
motivated by the possibility of experiencing public shame and losing face. Lewis 
(1971) suggested that guilt and shame-proneness are differentially linked to the 
formation of psychological symptoms. Specifically, she suggested that shame- 
proneness leads to a vulnerability to affective disorders e.g., depression, whereas 
guilt-proneness is more likely to lead to thought-related disorders e.g., paranoia, 
obsessive compulsive disorder. Tangney et al. (1992) point out the similarities 
between Lewis' (1971) notion of the attributional differences between guilt and 
shame and Janoff-Bulman's (1979) distinction between behavioural and 
characterological self-blame. They suggest that to the extent to which 
characterological self-blame has been linked with depression the attributional 
literature is consistent with Lewis' (1971) proposal that shame makes a unique 
contribution to depression. However, in two separate studies involving 477 
undergraduates Tangney et al. (1992) found that shame accounted for substantial 
variance in depressive symptoms over and above attributional style. Moreover, they 
report that the frequent experience of shame showed a significant relationship with 
general psychopathology whereas experiences of guilt demonstrated only a 
moderate relationship which was entirely accounted for by the shared variance
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between shame and guilt experiences. This would suggest that of the two self- 
conscious emotions, shame is more influential than guilt in the development of 
psychological symptoms.
Whilst shame may be considered to be normative and adaptive to the extent to 
which it motivates behaviour that promotes social integration, at higher levels or 
when the experience of shame is pervasive, it is detrimental. Tangney (2005) posits 
that a characterological propensity to experience shame on a daily basis is 
maladaptive. It is therefore perhaps unsurprising that shame has been found to 
feature in a large range of mental health problems (Gilbert, 2002). Indeed, shame 
has been linked to a variety of psychopathologies including depression, anxiety, 
psychosis, eating disorders and substance misuse (see Gilbert & Irons, 2005) and 
self-harm (Andrews, 1998; Gilbert etal., 2010; Tangney & Bearing, 2002).
A recent review of the empirical literature on the relationship between shame and 
guilt, and depressive symptoms (Kim et al., 2011) reported a significantly stronger 
relationship between shame and depressive symptoms (r=.43) than guilt (r=.28). 
Whilst the majority of studies included in this review used adult samples, shame has 
also been found to be associated with depression in adolescents (Mills, 2005). The 
experience of shame is likely to be particularly salient during adolescence given 
both the increased frequency of self-evaluation and social comparison and the 
number of domains in which this takes place during this time e.g., physical 
appearance, personal attributes, academic performance, family background (Parker 
et al., 2006; Vartanian, 2000). Indeed shame has been conceived as a signal that 
alerts the individual to problems of rejection and low social status (Leary, 2007). 
Despite this, little is understood about the range of contexts in which shame is 
experienced during adolescence or the mechanism through which shame influences 
depression in this population. Reimer (1996) points out what whilst failures in 
achievement and moral contexts are associated with shame in early and middle 
childhood, it is not clear whether these contexts remain important in adolescence 
and whether others come to the fore e.g., physical appearance, romantic and peer 
relationships. Knowledge of the contexts in which adolescents experience shame
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and a greater understanding of the factors which are important within these 
contexts are likely to elucidate the relationship between shame and depression in 
this population.
1.3 Rumination and Depression
As with shame, the association between rumination and depression is well 
documented in the literature. Rumination is a type of repetitive thinking and in the 
context of depression refers to a tendency to repetitively and passively focus on the 
fact that one is depressed, the symptoms of distress and the possible causes and 
consequences of these symptoms (Nolen-Hoeksema et al., 2008). A variety of 
experimental studies of similar design have been conducted to induce self- and 
symptom-focused rumination and compare outcomes in this group with a control 
group. In the rumination condition participants are required to focus their attention 
on 45-items which were symptom-focused, emotion-focused or self-focused e.g. 
"think about why you feel the way you do". In the control conditions participants 
are required to focus their attention on 45 items which were externally focused and 
unrelated to symptoms or feelings e.g. "Think about the shape of a large black 
umbrella". Lyubormirsky et al. (1999) found that participants with low mood who 
were encouraged to ruminate experienced increased negative thinking, self-blame 
and self-criticism compared to those in the rumination condition who did not 
exhibit low mood. Self-blame and self-criticism have also been linked with shame 
(Gilbert, 1998; 2002). Prospective longitudinal studies of adults have shown that 
people who engage in rumination when distressed are more likely to develop 
depressive disorders and have more prolonged periods of depression (Nolen- 
Hoeksema, 2000; Sarin et al., 2005; Segerstrom et al., 2000; Spasojevic & Alloy, 
2001). Similarly longitudinal studies with children and adolescents have found 
rumination to predict longer and more severe periods of depression (Abela et al., 
2002; Nolen-Hoeksema et al., 2007).
Rumination appears to maintain and exacerbate depression through at least three 
mechanisms (for a review see Nolen-Hoeksema et al., 2008). First, it leads people to 
think more negatively about the past, present and future. Research with people
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experiencing low mood has found that when rumination is experimentally induced, 
participants recall more negative events from the past (Lyubomirsky et ai, 1998), 
make more negative inferences about ongoing events and are more hopeless about 
the future than when participants are distracted from ruminating (Lyubomirsky & 
Nolen-Hoeksema, 1995). Similarly in studies with people meeting the criteria for 
major depressive disorder those induced to ruminate showed more negative 
thinking in relation to themselves and the future than in to those distracted from 
ruminating (Lavender & Watkins, 2004; Rimes & Watkins, 2005). These 
experimental manipulations appear to represent a credible distinction between 
rumination and non-rumination. Rumination therefore seems to enhance negative 
thinking which can lead to depression.
Second, even though depressed people often engage in rumination as an attempt 
to solve their problems, rumination appears to interfere with effective problem­
solving. Research suggests that under conditions of induced rumination both 
clinically depressed patients and people experiencing low mood generate less 
effective solutions to interpersonal problems compared to those who are distracted 
from ruminating (Donaldson & Lam, 2004; Lyubomirsky & Nolen-Hoeksema, 1995; 
Watkins & Moulds, 2005). Furthermore, research suggests that even when 
reasonable solutions are generated by depressed people who ruminate, they lack 
confidence in these solutions and are more hesitant to implement them (Ward et 
al., 2003). Rumination is therefore likely to lead to persistence and worsening of the 
problems experienced by depressed people, which is likely to in turn exacerbate 
their depression.
Thirdly, research suggests that excessive rumination may impair social relationships 
(Lyubomirsky & Tkach, 2003). A study of bereaved adults found that ruminators 
attempted to access social support more than non-ruminators but reported more 
friction in their social networks (Nolen-Hoeksema & Davis, 1999) and that family 
and friends became frustrated with their continued need to talk about their loss 
(Nolen-Hoeksema et al., 1999). It is of course possible that the tendency of people 
who are experiencing distress to make negative attributions may have skewed their
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perception of the quality of their relationships with others. It is not possible to 
comment on this with regard to the research reported here given that studies used 
self-report measures of the quality of relationships and did not consider this from 
the perspective of the 'other' in the relationship. However, rumination has been 
linked to a variety of inter-personal styles which may lead to poor interpersonal 
functioning e.g., dependency and neediness (Spasojevic & Alloy, 2001), the 
assumption of undue responsibility for the well-being of others (Nolen-Hoeksema & 
Jackson, 2001) and sociotropy - the tendency to attend to and depend on others for 
personal satisfaction (Gorski & Young, 2002). It is plausible that these difficulties in 
interpersonal functioning may result in increased isolation which will further 
exacerbate depression.
A recent longitudinal study conducted in Canada and North America examined the 
relationship between rumination and depression in a sample of 382 11-15 year olds. 
(Abela & Hankin, 2011). Over a period of two years the study investigated 
rumination as a vulnerability factor for depression. At baseline, participants were 
assessed for major depression, depressive symptoms and rumination. Participants 
were then assessed for depressive symptoms and negative life events every three 
months for two years and for major depression every six months for the same 
period. The study found that higher levels of rumination at baseline were associated 
with increased incidence of past and future major depressive episodes and longer 
duration of such episodes. This study benefits from its longitudinal nature, 
reasonable sample size the use of both self-report measures of depressive 
symptoms and clinical interviews based on the American Psychiatric Association 
(APA) Diagnostic and Statistical Manual of Mental Disorders-Fourth Edition (DSM-IV; 
A PA, 1994). Moreover it indicates the detrimental effects of rumination in an 
adolescent population.
1.4 Shame, rumination and depression
In addition to rumination about depression, people have also been found to 
ruminate on the self, repeating thoughts and feelings of a negative and shamed 
sense of self. Andrews etol. (2002) developed the Experiences of Shame Scale (ESS)
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which assesses shame in relation to character, behaviour and body. More 
specifically, for each domain responses indicate the frequency of experiential, 
cognitive and behavioural aspects of shame. That is feelings of shame about 
oneself, concern over others negative opinions of the self and behaviours involving 
concealment or avoidance of aspects of the self which are seen as negative. The 
authors report that in their study characterological and bodily shame made 
significant independent contributions to current depressive symptoms and shame 
about behaviour was a significant predictor of subsequent depressive symptoms. 
This suggests that cognitive, affective and behavioural aspects of these shame 
components contribute to depression. It would be interesting to know the separate 
relationships of these aspects to depression. For example, if cognitive aspects of 
shame show a stronger association with depression than affective or behavioural, 
but this analysis was not included in the paper. If this example were found to be 
the case then it could be suggested that rumination in relation to shame as well as 
to depression may contribute to depressive symptoms. Indeed Cheung etal. (2004) 
found that the feelings of shame and inferiority were significantly associated with 
depression rumination. In other words, people may not only ruminate about their 
depressive symptoms but also about things which they are ashamed of or feel self 
critical about.
Shame and rumination are therefore both linked to depression and rumination 
occurs both in relation to depressive symptoms but also in relation to shame about 
oneself. The relationship between shame and rumination is perhaps unsurprising 
given that all self-conscious emotions are considered to arise out of thoughts about 
the self or self-evaluation. It seems that when people engage in repeated negative 
evaluation of the self, they experience shame which contributes to the experience 
of depression (Andrews, 2002). Research designed to provide greater 
understanding of these complex relationships has shown that rumination can 
mediate the relationship between shame and depression. Cheung et al. (2004) 
explored the relationships between global shame, social rank, rumination and 
depression in an undergraduate population (mean age=21.16). They found a
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significant positive association between shame and rumination and carried out a 
regression analysis to establish whether there was a mediating effect between the 
variables. The authors proposed that 'when shame-prone people ruminate that 
shame becomes depressogenic' (Cheung et al., 2004, p.1149). They found that the 
relationship between shame and depression to be partially mediated by rumination. 
It therefore seems that in an adult sample rumination can account for some of the 
effect of shame on depression but that some of this effect is either direct or 
explained by other variables.
In relation to context-specific shame, Orth et al. (2006) developed a measure of 
event-related shame and guilt to investigate the psychological consequences for 
parents following family breakup due to marital separation. They found the effect 
of shame on depression to be substantially mediated by rumination. To date this is 
the only published study which has examined event-related shame. Given the gap in 
knowledge about the contexts in which adolescents experience shame, examining 
adolescent shame in this way would seem important. Furthermore, findings from 
recent neuroimaging research suggest that adolescents and adults use different 
neurocognitive strategies when making self-referential judgements. More 
specifically adolescents rely less on stored self-knowledge when making appraisals 
about the self than adults do (Pfeifer et al., 2007). It is therefore likely that the 
range of psychological consequences of an event e.g., parental separation, will be 
different for adolescents than adults particularly in relation to self-concept because 
of differences in the way they appraise that event. There are also a number of other 
factors which may affect the appraisal of an event. For example, appraisals may 
differ cross-culturally depending on the salient values in a given cultural context. In 
addition, they may depend on factors such as decision-making and the level of 
perceived control over an event. In the case of parental separation, adolescents 
may perceive this life-event differently to their parents who have been responsible 
for the decision to separate.
There is a dearth of research examining shame, rumination and depression in 
adolescents. Only one study could be found which looked at the relationship
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between body objectification (the tendency to view one's body as an object to be 
looked at and evaluated by others) and depression in adolescents. They found that 
body shame and rumination partially mediated the relationship between body 
objectification and depression for adolescent girls (Grabe et al., 2007). Whilst this 
study offers interesting information regarding the links between body shame and 
rumination in the development of adolescent depression, investigation into the 
relationships between shame as a global concept, rumination and depression in this 
population is warranted.
1.5 Social rank, shame and depression
Shame and depression can both be considered to encompass self-criticism, feelings 
of inferiority and a sense of the self as flawed in relation to others. Moreover these 
factors may be the focus of depressive and shame-based rumination. Perceptions of 
how one is viewed by others would therefore seem important in both shame and 
depression. Social rank is therefore relevant in understanding the relationship 
between shame and depression. Indeed, literature exists linking social rank to 
shame (Cheung et al., 2004) and depression (Gilbert, 2000). Gilbert et al. (2010) 
describes social rank simply as 'how high or low one feels in comparison to others in 
various attributes' (p. 566). Social rank theory suggests that much of human 
behaviour is motivated by 'desires to gain, and fear of losing, attractiveness in the 
minds of others' (Gilbert, 2000, p.175). Perceptions of low social rank result from 
the absence of social signals that one is attractive, valued, wanted and approved of 
by others. From an evolutionary perspective low social rank is likely to be perceived 
as a threat to survival given that it may limit access to resources and opportunities 
to mate and co-operate with others. In the modern world however, low social rank 
may be connected to a more symbolic threat to sense of self and may therefore 
lead to chronic stress and depression (Aslund et al., 2009). It is also likely to be 
related to the experience of shame given that both are related with feelings of 
inferiority. Indeed, Gilbert and McGuire (1998) view shame and social rank as 
evolved mechanisms of human behaviour. They propose that the 'psychobiological 
mediators of shame evolved from phylogenetically older mechanisms that originally
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evolved to regulate social rank and status behaviours, in particular submissive 
behaviour' (p.99). They suggest that both shame and submissive behaviour are 
associated with hostile and/or rejecting social signals which indicate disruption to 
social relationships. From this perspective shame is highly linked to social rank. 
Whilst the direction of this relationship seems unclear it is possible that the 
influence of shame on depression may be mediated by social rank and when shame 
is experienced in the context of higher perceptions of social rank the depressogenic 
effects of this experience may be reduced.
In relation to social rank Cheung et al. (2004) found shame and depression to be 
highly significantly correlated (pc.OOl) with both measures of social rank (social 
comparison and submissive behaviour). More specifically higher levels of both 
shame and depressive symptoms were associated with increased submissive 
behaviours and feelings of inferiority. These relationships were all of a similar 
magnitude (correlations ranged from .38 to .46). Submissive behaviour was also 
found to be highly significantly correlated with rumination (r=.32, p=<.001) 
indicating that those who reported engaging frequently in ruminative thoughts and 
action in response to depressive symptoms also reported frequently engaging in 
submissive behaviour. Similar findings in relation to social rank, shame and 
depression are reported in a study by Gilbert et al. (2000), which compared 
depressed adult patients to a control group. They reported submissive behaviour to 
be highly related to shame, particularly in the clinical group. Submissive behaviour 
and unfavourable social comparisons were also found to be associated with 
depression. Interestingly the relationship was no longer significant in the control 
group when social anxiety was controlled for whereas the significance remained in 
the clinical group. As the authors point out, this suggests that in depressed people 
submissive behaviour has an effect on depression independent of its relationship 
with social anxiety.
Gilbert et al. (2010) investigated the roles of shame, social rank and self-criticism in 
self-harm in a mixed clinical population. To assess social rank two scales were used: 
The Social Comparison Scale (Allan & Gilbert, 1995), which taps social rank by
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eliciting global, social comparisons of the self in relation to others and; The 
Submissive Behaviour Scale (Allan & Gilbert, 1997), which requires participants to 
rate a number of statements indicating to what degree they engage in a range of 
submissive behaviours. In relation to shame and social rank Gilbert et al. (2010) 
reported that self-harm was significantly correlated with submissive behaviour and 
experiences of internal shame. External shame and social comparison initially 
showed links with self-harm but the relationships were rendered insignificant when 
controlling for anxiety. In a regression model with shame, social rank and self­
persecution as predictor variables and depression as the outcome variable, self 
persecution significantly contributed to the variance in depression (|3=.36, p=.009). 
External shame and social rank approached significance with p-values of .055 and 
.052 respectively. In the context of self-harm in adults it seems that self-persecution 
has the greatest effect of the variables studied, with shame and social rank 
remaining influential. Self-persecution as measured in this study may be seen to 
overlap with rumination to the extent to which both are associated with increased 
self-blame and self-criticism in the context of depression. Rumination has been 
found to be associated with these negative thinking styles (Lyubormirsky et al.,
1999) which would also seem to be reflected in the items used by Gilbert et al. 
(2010) to measure self-persecution e.g., "I get critical and angry with myself: 
because if I punish myself I feel better" and "to cope with feelings of disgust for 
myself". It is also important to note that the sample in this study consisted of 73 
adult patients (mean age=41.3) with moderate to severe mental illness of mixed 
diagnoses who were receiving treatment on an acute unit or in a day hospital. The 
sample may therefore represent a distinct subset of adults experiencing mental 
illness and which may differ from other demographic groups and those with specific 
difficulties, e.g., depression. It is possible that levels of self-persecution may be 
higher during acute illness and that rumination which includes but is broader than 
self-blame and self-criticism may be more relevant to the long-term experiences of 
depression.
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Given the increase in social comparison which occurs during adolescence, greater 
understanding of the influence of social rank on outcomes in this population would 
seem particularly pertinent. Moreover, adolescence represents a period of 
transition between childhood and adulthood which is in part characterised by 
increased importance of, and reliance upon peers as opposed to parents to act as 
object of reference and provide support (Parker et al., 2006). An increased 
awareness of the position of one's self in relation to one's peers is likely to mean 
perceptions of social rank are at their most powerful during adolescence (Vartanian,
2000). Fourner (2009) investigated the relationship between social rank and 
depression in a sample of 121 male high-school pupils aged 11-18 years. Social rank 
was assessed by asking pupils in a class to rate each of their classmates in terms of 
prominence, respect and influence. Likeability (social attractiveness) was also 
measured using a similar method. The study included self-report measures of 
attachment security, perceived social support and self-esteem. The findings 
suggested that overall participants agreed on their own and others positions within 
the hierarchy. Furthermore, over and above the variance explained by the self- 
report measures in this study, position in the hierarchy made a significant 
contribution to depression, with low social rank being associated with higher 
depression scores. This supports the notion that social rank represents a powerful 
variable during the adolescent years.
Three additional studies (Irons & Gilbert, 2005; Ongen, 2006; Poussant et al., 2011) 
have examined the relationships between social rank, attachment and depression in 
adolescent samples and provide support for the finding that social rank variables 
(social comparison and submissive behaviour) significantly predict depression 
scores in adolescents. Interestingly Ongen (2006) measured only one aspect of 
social rank, submissive behaviour and did not include social comparison as social 
rank theory suggests. Instead the study examined self-criticism and differentiated 
between comparative self-criticism and internal self-criticism. Given the measures 
used, the concept of comparative self-criticism would seem to overlap considerably 
with that of social comparison. Low scores on the comparative self-criticism
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measure would indicate low self-concept in relation to others which is similar to low 
scores on the most commonly used measure for social comparison The Social 
Comparison Scale (Allan & Gilbert, 1995) which would indicate a less favourable 
view of the self in relation to others. The finding that comparative self-criticism 
represented a significant independent predictor of depression in this study could 
therefore be considered further support for the idea that negative self-comparison 
is a significant predictor of depression in adolescents. Gilbert and Irons (2005) 
reported that in their sample of 140 adolescent students, secure attachment to 
peers was related to positive social comparison, less submissive behaviour and 
lower scores on measures of anxiety and depression.
Only one published study could be found which examined both shame and social 
rank as predictors of depression in adolescents. Aslund et ol. (2009) proposed that 
perceptions of social status would mediate the effect of shaming experiences on 
depression. Shaming experiences were assessed using the following two questions: 
'Have you experienced during the last 3 months that someone has made you an 
object of ridicule in front of others?' and 'Have you experienced during the last 3 
months that someone has insulted your dignity?' Shaming experiences can 
therefore be seen as related to humiliation and insult in this study rather than 
directly to the concept of shame itself, although it is likely to be relevant. 
Furthermore, social status in this study differed somewhat from the concept of 
social rank discussed here, in that the study differentiated between attributed 
status, which included family social economic status and social standing, and 
acquired status which referred to position in relation to ones friends and peers. 
Perceptions of attributed and acquired status were self-reported by participants in 
the study. Whilst the concept of acquired status relates to perceived position in 
one's immediate social group, attributed status refers to wider systemic and 
societal issues and can be seen as the result of more than direct social interaction 
and comparison.
For the purposes of analysis, social status and shaming experiences were 
transformed into categorical variables, resulting in three levels of social status: low,
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medium and high and; two levels of shaming experiences: few and many. The 
findings of the study indicated that both low acquired and low attributed status 
were associated with depression. Adolescents with low social status were more 
than twice as likely to experience depression as those with medium social status 
(odds ratio=2.18 for both boys and girls). With regards to shame, those who 
reported having experienced a high level of shaming experiences were four times as 
likely to experience depression as those who reported a low level of such 
experiences. A logistic regression combining all three variables found that low 
acquired status i.e. in relation to one's peers, and many shaming experiences was 
associated with a six- to eight-fold increase in depression compared to a reference 
group with medium social status and few shaming experiences, when demographic 
background (parental immigrant status, parental marital status, parental 
employment status and accommodation status) was controlled for. For attributed 
status i.e., in relation to one's family standing, adolescent girls with high or low 
attributed status who reported high levels of shaming experiences were at a five to 
seven times increased risk of depression compared to the reference group. With 
adolescent boys the risk was five-fold. Interestingly, the findings represented a U- 
shaped relationship where medium social status was associated with the lowest risk 
of depression. This suggests that having a medium level of attributed social status 
may be protective against negative social experiences during adolescence such as 
humiliation and insult. Whilst the relationship between low status, high shame and 
depression is not surprising, Aslund et al. (2009) suggest that high attributed status, 
which includes high socio-economic status, may be accompanied by pressure on 
adolescents to be successful which may render them as vulnerable as those with 
low status to negative social experiences in which they do not meet their own or 
others expectations of themselves. Given the findings of this study, it seems 
plausible to suggest that social status or rank may mediate the relationship 
between shame and depression in adolescents. Despite this it seems equally 
possible that in the absence of explicit shaming experiences, poor social comparison 
may in part be related to depression indirectly through the experience of shame.
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Acquired status may be seen as more relevant to the concept of social rank in 
adolescents given its relevance to direct comparison in social relationships with 
immediate peers. Given the markers of social desirability in adolescence e.g., 
personal possessions, physical appearance, it seems plausible to suggest that 
adolescents may engage in social comparison in relation to acquired status more 
than attributed status which may be more important during adulthood. In the 
context of the wider literature reviewed here, examining these complex 
relationships in terms of shame about the self rather than humiliation and insult 
from others and, feelings of and shame in relation to broader adolescent 
experiences e.g., parental divorce/separation, bullying, low academic achievement, 
would seem to represent interesting and important extensions of these findings.
1.6 Research objectives and hypotheses
Given what is already known about the relationships between shame, rumination, 
social rank and depression further research is therefore indicated which:
• Elucidates the contexts in which adolescents experience shame
• Investigates the relationship between shame, rumination and depression. 
More specifically whether rumination mediates the influence of shame on 
depression as an outcome
• Replicates the finding that social rank mediates the relationship between 
shame and depression in adolescents and assesses whether the reverse 
relationship may also exist i.e., that shame mediates the relationship 
between social rank and depression.
In relation to these objectives this study has the following specific hypotheses:
• there will be significant associations between shame, depression, 
rumination and social rank
• rumination will mediate the relationship between shame and depression in 
adolescents
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• social comparison and submissive behaviour will mediate the relationship 
between shame and depression in adolescents
• shame will mediate the relationship between social rank and depression in 
adolescents
It is important to note that there are a range of possible mediation models which 
could have been tested but the author believes those tested to be the most strongly 
indicated by the literature and previous research findings in this area. More 
specifically, given the literature in relation to shame and social rank it seems 
possible that either variable may precede the other in the causal sequence which 
contributes to depression in adolescents, thus indicating the final two hypotheses.
In relation to the literature on rumination it seems more plausible that a sense of 
shame may lead one to ruminate which in turn impact on depression as an 
outcome. A model with shame as a mediator between rumination and depression 
was therefore not tested.
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2.0 Methodology
2.1 Participants
One hundred and eighty-eight young people aged between 16 and 18 years were 
recruited from two secondary schools. A G*Power analysis indicated that a sample 
size of 119 would be necessary to detect a medium effect size with 80% power and 
p=.05. This sample was therefore considered to be sufficiently large. A lower age 
limit of 16 years was set in order to ensure that the sample was relatively 
homogenous in terms of developmental level. This was considered to be important 
given the literature which suggests that the experience of shame in particular may 
differ according to developmental level. The sample consisted of 175 females and 
13 males and the average age of participants was 17.09 years. The sample was 
predominantly female owing to the fact that both schools which were recruited to 
the study were female-only schools, with one that had males in the sixth form. The 
majority of participants were White British (n=151) with other ethnic backgrounds 
less well represented (for a full breakdown of participants ethic background see 
Appendix 6.1).
2.2 Recruitment
Schools and colleges offering courses to 16 to 18 year olds were contacted and 
invited to facilitate the research. A brief explanation of what the research would 
involve was given to a senior member of staff at each institution. Following 
discussion with senior management, two schools expressed an interest. All students 
aged between 16 and 18 years who attended these schools were considered eligible 
to participate. Given that all potential participants were studying for A-levels they 
were considered capable of understanding the requirements of the study and being 
able to give informed consent. Issues of consent are discussed in detail under 
paragraph 2.6.
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2.3 Design
The study was questionnaire based and cross-sectional in design. Participants 
completed a questionnaire pack containing a consent form and measures assessing 
shame, social rank, rumination and depression (Appendix 6.2).
2.4 Measures
2.4.1 Shame
Shame can be conceptualised and measured in different ways (Andrews, 1998; 
Gilbert, 1998; Tangney, 1996). This study focused on three aspects of shame: 
external shame i.e., shame about what a person thinks others think about them; 
shame related to aspects of the self, specifically one's character, behaviour and 
body; and event-related shame in relation to a specific event which was self­
selected by each participant.
2.4.1.1 Chronic shame about personal attributes
Chronic shame about personal attributes was measured using the Experiences of 
Shame Scale (ESS; Andrews etal., 2002). This is a 25-item questionnaire designed to 
assess three specific areas of shame: characterological, behavioural and bodily 
shame. The measure assesses four aspects of characterological shame, three of 
behavioural shame and one of bodily shame. For each aspect of shame there are 
three questions: one affective e.g., "have you felt ashamed of any of your personal 
habits?"; one cognitive e.g., "Have you worried what other people think of any of 
your personal habits?"; and one behavioural "Have you tried to conceal any of your 
personal habits?" There is one additional item for bodily shame concerning the 
avoidance of mirrors. Each item is rated on a four-point scale, ranging from 1 (not 
at all) to 4 (very much), yielding total scores in the range of 25-100 and subscale 
scores in the range of 12-48 (characterological shame), 9-36 (behavioural shame) 
and 4-16 (bodily shame). Given the structure and content of the ESS it can be seen 
as reflecting cognitive, affective and behavioural components of both internal and 
external shame as well as behavioural responses to the experience of shame. The
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ESS was found to have good internal reliability in a UK adult sample with Cronbach's 
alpha reported at .92 (Andrews et al., 2002). It was also reported to show a large 
and significant correlation with the TOSCA suggesting good convergent validity 
(Andrews, et al, 2002). The ESS has not been adapted for use with adolescents and 
this was not deemed necessary for the purpose of this study given the age and 
educational level of the participants.
2.4.1.2 External shame
External shame was measured using the Other As Shamer (OAS) scale developed by 
Allan, Gilbert and Goss (1994). The OAS consists of 18 items assessing global 
judgements of how people think others view them. For example, participants are 
asked to indicate the frequency of their feelings and experiences on items such as "
I feel other people see me as not good enough" and "I think that other people look 
down on me" on a 5-point scale (0-4). In their study of a student population (mean 
age=24.7) Goss et al. (1994) found this scale to have Cronbach's alpha of 0.92 and 
to be highly and significantly correlated (r=.81) with a previously validated measure 
of shame in relation to others.
2.4.1.3 Event-related shame
Event-related shame was measured using a scale developed by Orth et al., (2006) to 
measure event-related shame and guilt in response to parental divorce and 
separation from the parents' perspective. This scale consists of eight questions, four 
assessing shame and four assessing guilt which are used three times to assess 
shame and guilt with respect to children, family and friends respectively following 
divorce or separation. Participants are required to respond on a six-point scale (0-5) 
to statements including "I feel ashamed because of the breakup" and "I want to 
hide". For the purpose of the present study only the four statements relating to 
shame and not guilt were used given that in Orth et o/.'s (2006) study guilt was 
found to have a non-significant relationship with depression when the effect of 
shame was controlled for. Moreover, a recent meta-analysis suggested that shame
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is more strongly associated with depressive symptoms compared to guilt (Kim et al., 
2011).
In order to capture the views of as many young people as possible, the focus of this 
study was broad with regards to the 'event' which may have been experienced as 
shameful given that young people are likely to experience shame in relation to a 
variety of events. Participants were required to choose from one of the following 
events which they have experienced as difficult: parental divorce or separation; 
bullying; low academic achievement and; poor performance in sporting activities. In 
addition participants could choose their own event and were asked to briefly 
specify the nature of this event. As in the study by Orth et al. (2006) participants 
were then asked to consider this event in relation to three groups of people in order 
to tap shame in relation to three imagined audiences. Given that the current study 
was designed to capture adolescents' perspective rather than that of parents' as in 
the original study, participants were asked to think about their parents, family and 
friends and rate how much the statement applied to their own current feelings.
Orth et al. (2006) report Cronbach's alpha of .96 for the shame subscale in their 
study. Given the lack of other measures to assess shame specifically related to 
events it is not possible to assess the convergent validity of the scale.
2.4.2 Rumination
Two aspects of rumination were assessed in this study: general rumination and 
event-specific rumination.
2.4.2.1 General rumination
General rumination was assessed using a short version of the Ruminative Response 
Scale (RRS) developed by Treynor et al. (2003). This scale comprises 10 items which 
assess two factors central to the concept of rumination: reflective pondering and 
brooding. Participants are asked about the frequency of ruminative thoughts using 
a four-point likert scale (l=almost never, 4=almost always). This scale has been 
chosen over the original RSS given that the short version was developed in order to 
remove items which overlap with the assessment of depressive symptoms. Erdur-
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Baker & Bugay (2010) used the RRS short-form in their study of 549 Turkish 
adolescents (mean age = 16.02) and report good internal consistency (a =.72) and 
convergent validity with a measure of depressive symptoms (r=.59).
2.4.2.2 Event-specific rumination
Event-specific rumination was assessed using the intrusions subscale of the Impact 
of Events Scale-Revised (IES-R; Weiss, 2007). Orth et al. (2006) note that this seven- 
item scale "is a frequently used self-report measure of event-related ruminative 
symptoms following stressful or traumatic life events; its validity has been 
repeatedly confirmed" (p.1611). Participants were asked to think about their 
chosen event and respond to each item based on their experiences over the 
preceding seven days. Response format measures the frequency of ruminative 
experiences on a four-point likert scale (0=not at all, 3=often). Items include "any 
reminder brought back feelings about it" and "I thought about it when I didn't mean 
to". The IES-R has been reported to have good internal consistency, with Cronbach's 
alpha of 0.96, as well as convergent validity when correlated (r=.84) with a 
symptom checklist for Post Traumatic Stress Disorder (Creamer et al., 2003).
2.4.3 Social rank
Two aspects of social rank were assessed in this study: comparison of self with 
others (social comparison) and; submissive behaviour. This combination of 
measures has been widely used in research into social rank.
2.4.3.1 Social comparison
How a person views themselves in relation to others was assessed using the 
Adolescent Social Comparison Scale-Revised (ASCS-R) developed by Lang (1994- 
unpublished MSc Manuscript, cited in Irons & Gilbert, 2005) from an adult version 
of the Social Comparison Scale (Allan and Gilbert, 1995) specifically for use with 
adolescent populations. The scale consists of 10 items which measure a 
participant's social comparison in relation to others on a series of bi-polar 
constructs e.g.. Less attractive-More attractive, Less clever-More Clever.
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Participants are required to respond on a 1-10 scale where 1 and 10 relate to each 
polar opposite e.g., "Compared to your friends how attractive do you feel?"
Less attractive 1 2 3 4 5 6 7 8 9  10 More
attractive
Higher scores therefore indicate more positive social comparison with others. Lang 
(1994) reported acceptable Cronbach's alpha of .78 in the original study (cited in 
Irons & Gilbert, 2005) with Irons and Gilbert (2005) later reporting internal 
consistency to be slightly lower (a=.66). More recently in a sample of 225 
adolescents aged 13-18 years, Puissant etal., (2011) reported a Cronbach's alpha of 
.70. Despite contacting those involved in the development and use of this measure 
if was not possible to obtain the original unpublished manuscript in order to 
ascertain the level of convergent validity of the measure.
2.4.3.2 Submissive behaviour
Submissive behaviour was assessed using the Adolescent Submissive Behaviour 
Scale (ASBS) developed by Lang (1994) again from the adult version of the 
Submissive Behaviour Scale (Allan and Gilbert (1997). The scale is comprised of 12 
items which describe a number of common submissive behaviours e.g., "I agree that 
I am wrong, even when I know that I was not wrong" and "I let others criticise me or 
put me down without defending myself". The scale measures degree of submissive 
choice in these situations on a five-point likert-scale (l=never, 5=always). Irons and 
Gilbert (2005) report Cronbach's alpha of .77 for the scale. Similar to the ASCS it is 
not possible to provide an assessment of convergent validity.
2.4.4 Depression
Depression was measured using the short form of the depression scale of the 
Center of Epidemiology Scale (CES-D; Rad I off, 1977). The CES-D is a 20-item self- 
report measure designed to assess depressive symptoms in a non-psychiatric 
population and has been recommended for use in the general population (Gotlib & 
Hammen, 1992). Items reflect feelings and behaviour associated with depressive
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symptoms e.g., feelings of low self-esteem, depressed mood and restless sleep. 
Participants are asked to rate the frequency of each experience in the past week. 
Importantly for this study none of the items in the CES-D assess shame. Rad I off 
(1991) reports Cronbach's alphas ranging from .84 to .87 in studies validating the 
use of the CES-D with a variety of adolescent samples. Wilcox et ol. (1998) report a 
significant correlation (r=.58) with the BDI in a sample of adolescents, suggesting 
good convergent validity.
2.4.5 Demographics
In addition to the measures described above, participants were asked to complete 
standard demographic questions regarding their gender, age and ethnic background 
and to give an approximate length of time that has elapsed since their chosen event 
because these variables were relevant for the sub-analyses.
2.5 Procedure
One week prior to data collection Information Booklets (Appendix 6.3) were 
distributed by staff at each institution to all potential participants providing them 
with details of the research and its procedure. Data collection sessions took place 
during assembly at one school and independent study time at the other. These 
sessions were attended by all potential participants present in the institution on the 
data collection day. The researcher gave a verbal explanation of the research and 
procedure with reference to the Information Booklet and potential participants 
were given the opportunity to ask questions.
Potential participants were reminded that they may opt out of the research without 
consequence and that participation would be anonymous and confidential. They 
were then asked to make a final private decision about whether to participate in the 
research but not to state their decision in order to maintain anonymity. 
Questionnaire packs were then handed out to all young people. Activities were 
provided at the back of the questionnaire pack for those young people who chose 
to opt-out. Participants were then asked to complete their questionnaire pack 
without talking with their peers. The researcher and a member of staff from the
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institution remained on the room at all times whilst questionnaires were being 
completed. When all questionnaire packs were completed and collected young 
people were thanked for their time and attention and the Debrief Sheet (Appendix 
6.4) was given out. Attention was drawn by the researcher to the contact details of 
support organisations contained within the Debrief Sheet.
2.6 Ethics
Favourable ethical approval for this research was granted by the University of 
Surrey Faculty of Arts and Human Sciences Ethics Committee (see Appendix 6.5). 
The study was conducted in accordance with the principles of the British 
Psychological Society (BPS) Code of Human Research Ethics (BPS, 2010) and the 
Data Protection Act (1998). All participants were aware that participation was 
voluntary and were required to give informed consent prior to taking part. All 
participants were aged 16 years or older and considered to be competent to 
consent. Parental consent was therefore not obtained. Participation was 
anonymous and confidential.
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3.0 Analysis and Results
All statistical analyses were performed using SPSS for Windows version 19. In total, 
191 questionnaires were completed. Three were not used because the consent 
forms had not been completed. Of the 188 questionnaires which were completed, a 
number were incomplete. Participants were excluded from the analyses where 
more than 20% of responses on any one scale included in that analysis were 
missing. This accounts for sample sizes of less than 188 in the analyses. The 
maximum number of participants excluded for any single analysis was two and 
therefore missing data did not represent a significant problem for this study. The 
data set was checked for outliers on each variable using the +/- three standard 
deviation rule. There were no data points outside this range and therefore none 
were excluded on this basis.
3.1 Descriptive statistics
The means (M), standard deviations (SD), Cronbach's alphas (a) and sample sizes (n) 
for all variables are given in Table 1.
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Table 1. Descriptive statistics and Cronbach's alpha values
Variables M (SD) a n
Shame
ESS 52.41 (15.75) .95 188
OAS 20.99 (13.26) .94 188
Event 14.82 (14.97) .94 186
Rumination
IES-R-1 8.24 (7.08) .91 187
RRS-R 23.17 (7.31) .88 187
Social Rank
ASBS 28.68 (9.34) .88 188
ASCS 54.95 (13.91) .77 188
Depression
CESD 34.55 (11.23) .90 188
ESS-Experiences of Shame Scale (Chronic shame about personal attributes), OAS-Other As Shamer 
scale (external shame), Event-Event-related shame measure, IES-R-l-lmpact of Events Scale-Revised- 
Intrusions subscale (Event-specific rumination), RRS-R-Ruminative Response Scale-Revised (General 
Rumination) ASBS-Adolescent Submissive Behaviour Scale; ASCS-Adolescent Social Comparison 
Scale, CESD- Center o f Epidemiology Scale for Depression.
Scale ranges: ESS 25-100; OAS 0-72; Event 0-60; IES-R-1 0-28; RRS-R 1-40; ASBS 12-60; ASCS 10-100; 
CESD 20-80.
It is generally accepted that Cronbach's alphas of .70 and .80 indicate that a scale 
has acceptable and good internal consistency respectively (Nunnally, 1978; Kline, 
1999). In the current study, all scales therefore demonstrate good internal 
consistency with the exception of the ASCS which shows acceptable reliability 
according to this rule. It is possible that this slightly lower score for the ASCS may 
indicate that the measure is not unidimensional and taps factors other than social 
comparison. Despite this given that the reliability is acceptable and approaching 
good reliability this was not considered to be problematic for the study.
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3.2 Correlations
All variables in the current study were found to be normally distributed. Pearson's r 
was therefore chosen to examine the correlations between variables. The two- 
tailed Pearson product-moment correlation coefficients are shown in Table 2. 
Correlations ranged in size from -.20 and .75 and were all significant at the p<.01 
level. Therefore all measures of shame, social rank, rumination and depression 
showed significant relationships with each other. Correlations with the ASCS are 
negative given that higher scores on this scale indicate more positive social 
comparison. Given that no correlation coefficient exceeds .80 collinearity was not 
considered to be an issue for the subsequent analyses.
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Table 2. Correlations
ESS OAS Event IES-R-1 RRS-R ASBS ASCS
ESS
OAS .75**
Event .46** .42**
IES-R-1 .28** .27** .44**
RRS-R .58** .53** .36** .33**
ASBS .73** .65** .37** .22** .54**
ASCS -.56** -.48** -.20** -.20** -.36** -.57**
CESD .51** .57** .36** .41** .44** .48** -.45
* *  pc.Ol
ESS-Experiences of Shame Scale (Chronic shame about personal attributes), OAS-Other As Shamer 
scale (external shame), Event-Event-related shame measure, IES-R-l-lmpact of Events Scale-Revised- 
Intrusions subscale (Event-specific rumination), RRS-R-Ruminative Response Scale-Revised (General 
Rumination) ASBS-Adolescent Submissive Behaviour Scale; ASCS-Adolescent Social Comparison 
Scale, CESD- Center of Epidemiology Scale for Depression.
3.3 Contexts of adolescent shame
Participants were asked to think about an event which they had found difficult. 
They were asked to indicate what type of event they had chosen by selecting from 
four options (parental divorce or separation, bullying, low academic achievement 
and poor performance in sporting activities) or stating another type of event. They 
were subsequently asked to rate their feelings of shame in relation to this event on 
the event-related shame scale. Participants opted to think about a range of events 
including those which were presented as options: parental divorce/separation 
(n=35); bullying (n=35); low academic achievement (n=42); and poor performance 
in sporting activities (n=19); as well as others (n= 57). A content analysis was 
conducted of the verbatim responses given under 'other' which revealed that 
participants had selected experiences which related to relationship difficulties
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(n=15), bereavement (n=22) and physical or mental health issues (n=12). Seven 
additional responses did not fall into one of these three categories and one 
participant had selected 'other' but had not described an experience.
Mean scores on the measure of event-related shame suggested that higher shame 
was experienced in relation to 'bullying' (18.7) and 'poor academic performance' 
(19.04) than 'parental divorce/separation' (11.46), 'poor performance in sporting 
activities' (12.72) and events listed under 'other' (12.10).However, comparisons of 
means using independent samples T-tests indicated that only means for 'parental 
divorce/separation' and 'poor academic achievement' differed significantly 
t(73.651)=2.50, p=.015 and this represented a medium sized effect r=.28. 
Comparison of mean shame between 'bullying' and 'parental divorce/separation' 
reached marginal significance t(54.44)=1.99, p=.52, which also represented a 
medium sized effect r=.26.
3.4 Mediation analyses
Two approaches were taken to mediation analyses in this study. An approach to 
multiple mediation was adopted using a macro (MEDIATE) for SPSS developed by 
Andy Hayes and available online (Hayes, no date) .This macro provides the 
functionality in SPSS to simultaneously enter multiple independent variables (IVs) 
and multiple mediators into one regression model therefore allowing for an 
estimation of the effect of one IV or mediator while controlling for the others. 
Although it would be difficult to measure all possible mediating factors this method 
improves on earlier mediation analytic strategies in which significant mediation 
effects could be accounted for by a number of other plausible mediators. 
Furthermore, unlike alternative methods for assessing mediation this method 
allows for direct estimation of the size of the mediation effect rather than inferring 
it from the reduction between the coefficients of two indirect pathways. To 
estimate the size of any mediation this multiple mediation method uses the 
technique of bootstrapping (Efron & Tibshirani, 1993). Bootstrapping is a robust
1 Degrees of freedom  are shown to 2 decimal places given that Levene's test indicated that variance 
w ere not equal and therefore statistics are reported w here equal variance is not assumed.
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method which calculates the test statistic, by estimating the properties of the 
sampling distribution from the sample data. Smaller samples called bootstrap 
samples are repeatedly taken from the sample data, the test statistic (in this case 
the value for the indirect effect) calculated and the sample replaced before the 
process is repeated (Field, 2009). Hayes (2009) recommends instructing SPSS to 
take a minimum of 5000 bootstrap samples in this way. An inference about the size 
of the indirect effect is made by using the estimates of the indirect effect to 
generate a confidence interval e.g.at the 95% confidence level. If the range 
between the upper and lower limits of this confidence interval does not cross zero 
the indirect effect can be said to be different from zero with 95% confidence (i.e. 
significant at the pc.05 level). In this way the bootstrapping method does not 
assume normality in the data because the sampling distribution is estimated from 
the data itself. Hayes (2009) suggests that given that the sampling distribution of 
the indirect effect in mediation is usually asymmetric with non-zero skewness and 
kurtosis tests of significance which assume normality e.g., the Sobel test (Sobel, 
1982) should not be used. Further he suggests reporting the bias-corrected 
confidence interval in bootstrapping since this improves on the forced symmetry of 
traditional confidence interval calculations, which has implications for type I error 
and power, but adjusts for bias in percentile bootstrap confidence (see Efron & 
Tibshirani (1993) for a more detailed explanation). Simulation research shows that 
bootstrapping is one of the more valid and powerful methods for testing 
intervening variable effects such as mediation (Williams & MacKinnon, 2008).
Despite the use of multiple mediation and bootstrapping as a superior method of 
assessing mediation it was still necessary to conduct simple mediation analyses 
according to a more commonly used method described by Baron and Kenny (1986) 
for two reasons: to allow for comparisons between the findings of this study and 
those of previous research with adults and; where the findings of the multiple 
mediation analyses differ from previous research, to assess whether the findings 
would have been similar if the same method was used thus allowing for inferences
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to be made about what is added to the knowledge base through the use of the 
multiple mediation method.
Baron and Kenny (1986) described a four step approach to mediation analysis which 
infers mediation from a series of regression models. In the first regression model 
the independent variable is used to predict the mediator, in the second it is used to 
predict the dependent variable and in the third the independent variable and the 
mediator are used to predict the dependent variable. If these relationships are 
significant in the predicted direction, the effect of the independent variable on the 
dependent variable must be less in the third regression, when controlling for the 
mediator, than in the first regression. If all conditions are met then mediation is 
inferred. The Sobel test (Sobel, 1982) is then used to assess the significance of the 
indirect effect using the regression coefficients and their standard errors. This test 
produces a standardized score (z) with an associated p value.
3.4.1 Assessing rumination and social rank as mediators between shame and 
depression
3.4.1.1 Multiple mediation analyses using bootstrapping
Figure 1 shows a diagrammatic representation of the multiple mediation model 
being tested.
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Figure 1. Multiple mediation model with social rank and rumination as mediators
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Results suggest that the entire multiple mediation model shown in Figure 1 is 
significant F(3,131)=28.38, pc.OOl and accounts for 39% of the variance in 
depression (r2=.39). However, multiple mediation is interested in the indirect effects 
through each mediator whilst controlling for all other mediators. Table 3 shows the 
results of the multiple mediation analysis and includes estimations of direct and 
indirect effects using the bootstrap method i.e., the estimated direct effects of the 
independent variables (IV) on the dependent variable (DV) and the mediators (M), 
and of the mediator on the dependent variable, as well as the indirect effects of the 
independent variables on the dependent variable through each mediator. Results 
are presented under each shame measure for its indirect effect on depression 
through each of the mediators.
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Table 3. Multiple mediation of shame (IV) on depression (DV) mediated by
rumination and social rank variables (Ms).
IV M Effect of IV 
IV on M
Effect o f M  
on DV
Direct effect Indirect effect Total effect
(a) (b) (C) (a x b) 95% Cl (c)
ESS -.01 .18
IES-R-1 .11 .13* .01 (-.05-.08)
RRS-R .34* .06 .02 (-.03-08)
ASBS .5 9 ** .12 .07 (-.01-.17)
ASCS -.73 * -.10 * .07* (.02-.13)
OAS .24* .3 5 **
IES-R-1 .08 .13* .01 (-.03-.06)
RRS-R .27* .06 .02 (-.03-,06)
ASBS .26* .12 .03* (-.01 -.0 9 )
ASCS -.50 * -.10 * .05* (.01-.11)
Event -.01 .03
IES-R-1 .3 0 ** .13* .04* (.01-.07)
RRS-R .04 .06 .00 (-.01-.01)
ASBS .00 .12 .00 (-.01-.02)
ASCS .09 -.10 * -.01 (-.03-.01)
* p<.05 ** pc.OOl
ESS-Experiences of Shame Scale (Chronic shame about personal attributes), OAS-Other As Shamer 
scale (external shame), Event-Event-related shame measure, IES-R-l-lmpact of Events Scale-Revised- 
Intrusions subscale (Event-specific rumination), RRS-R-Ruminative Response Scale-Revised (General 
Rumination) ASBS-Adolescent Submissive Behaviour Scale; ASCS-Adolescent Social Comparison 
Scale, CESD- Center of Epidemiology Scale for Depression.
The results of the multiple mediation analysis indicate significant total effects of 
external shame (OAS) only. In line with Cohen (1988) this effect was considered to 
be of moderate magnitude. External shame was the only type of shame measured 
in this study to show a significant relationship with depression independently of the 
other types of shame measured. Both social rank variables (submissive behaviour 
and social comparison) were found to significantly mediate this relationship 
independently of each other and both measures of rumination (p<.05).
In addition, a number of indirect effects were found to be significant indicating the 
presence of mediation. First, when controlling for all other mediators included in 
the model event-specific rumination was found to significantly mediate the
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relationship between event-related shame and depression. Social comparison was 
also found to significantly mediate the relationships between chronic shame about 
personal attributes and depression. General rumination was not found to 
significantly mediate the relationship between shame of any type and depression.
3.4.1.2 Mediation analysis using the Baron and Kenny (1986) method
Simple linear regressions were carried out according to the steps described by 
Baron and Kenny (1986). Examination of the data and residuals indicated that all the 
assumptions of regression had been met. In each regression the conditions for 
mediation were met and the differences between the direct and indirect effects of 
all independent variables on the dependent variable were found to be significant 
using Sobel z. The IV-DV relationship remained significant when controlling for the 
mediator in all cases. The findings of this analysis therefore suggest that all the 
mediators included in this study showed significant ability to partially mediate the 
predictive relationship between the three shame variables and depression as 
measured by the CESD. Tables for each simple mediation analysis can be found in 
Appendices 6.6-6.8.
3.4.2 Assessing shame as a mediator between social rank and depression
3.4.2.1 Multiple mediation analyses using bootstrapping
Figure 2 shows a diagrammatic representation of the multiple mediation model 
being tested.
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Figure 2. Multiple mediation model with shame variables as mediators
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Rumination variables were also entered into the model as mediators in order to 
assess whether shame mediated the relationship between social rank and 
depression whilst controlling for rumination. Results suggest that the entire 
multiple mediation model shown in Figure 1 is significant F(2,132)=40.28, pc.OOl 
and accounts for 38% of the variance in depression (r2=.38). Table 4 shows the 
indirect effects in the model tested. Results are presented under each social rank 
measure for its relationship with depression both directly and indirectly through 
each of the shame measures.
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Table 4. Multiple mediation of social rank variables (IVs) on depression (DV) 
mediated by shame variables (Ms).
IV M Effect o f IV 
on M
Effect of M 
on DV
Direct effect Indirect effect Total effect
(a) (b) (C) (a x b) 95% Cl (c)
ASBS .12 .3 1 **
ESS .4 9 ** -.01 -.00 (-.10-.10)
OAS .5 2 ** .24* .12* (.04-.24)
Event .53* -.01 -.00 (-.04-.04)
ASCS -.10 * - .1 3 **
ESS -.08 * -.01 .00 (-.02-.02)
OAS -.12 * 24* -.03* (-.06--.01)
Event .01 -.01 -.05 (-.01-.01)
* p<.05 **p<.001
ESS-Experiences of Shame Scale (Chronic shame about personal attributes), OAS-Other As Shamer 
scale (external shame), Event-Event-related shame measure, IES-R-l-lmpact of Events Scale-Revised- 
Intrusions subscale (Event-specific rumination), RRS-R-Ruminative Response Scale-Revised (General 
Rumination) ASBS-Adolescent Submissive Behaviour Scale; ASCS-Adolescent Social Comparison 
Scale, CESD- Center of Epidemiology Scale for Depression.
The total effects of both social rank variables (submissive behaviour and social 
comparison) were found to be significant (pc.Ol). In line with Cohen (1988) the total 
effects were considered to be moderate for submissive behaviour and small for 
social comparison. Furthermore when controlling for rumination, external shame 
i.e., shame in relation to others, was found to significantly mediate the relationship 
between both social rank variables and depression. The two other types of shame 
measured in this study, chronic shame in relation to personal attributes and event- 
related shame did not show significant mediation.
3.4.2.2 Mediation analysis using the Baron and Kenny (1986) method
Simple linear regressions were carried out according to the steps described by 
Baron and Kenny (1986). Examination of the data and residuals indicated that all the 
assumptions of regression had been met. In each regression the conditions for 
mediation were met. Using Sobel z the results indicated that all types of shame
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significantly mediated the effects of between submissive behaviour and social 
comparison on depression with one exception: event-related shame did not 
mediate the relationship between social comparison and depression. This was 
indicated by no reduction in the unstandardised regression coefficient between 
step one and the final model. The findings of this analysis therefore suggest that 
chronic shame about personal characteristics and external shame significantly 
mediated the effect of submissive behaviour and social comparison on depression. 
Event related shame significantly mediated the relationship between submissive 
behaviour and depression but not social comparison. Tables for each simple 
mediation analysis can be found in Appendices 6.9 and 6.10.
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4.0 Discussion
4.1 Overview
The findings of the present study will be presented here according to the research 
question/hypothesis to which they relate. Generally, the findings of this study in 
relation to the experience of shame, depression, social rank and rumination in 
adolescence and the relationship between these variables are consistent with the 
existing literature relating to both adult and adolescents. There are however some 
disparities between the study and previous research in relation to the way that 
these variables operate during adolescence which will be discussed.
4.2 Sample characteristics
The means and standard deviations for the variables measured in this study are 
comparable to those which have been reported in the literature and relate to adult 
and adolescent samples (e.g., Abela et al., 2002; Andrews, 2002; Cheung et al., 
2004; Fourner, 2009; Gilbert et al., 2000; Gilbert et al., 2010; Grabe et al., 2007; 
Irons & Gilbert, 2005; Mills, 2005; Nolen-Hoeksema etal., 2007). There is one 
exception to this which is the CES-D, a measure of depression suitable for use in the 
general population. Comparison with means from a study with children and young 
people from both community and clinical samples (Radloff, 1991) suggest that the 
mean depression score in the current study is closest to the 'acute depression' 
group in the earlier study which was conducted by the scale author. One possible 
explanation for this comes from the sample characteristics and the time when the 
data collection took place. More specifically, the sample consisted of sixth form 
students and the data collection took place in the summer school term when AS- 
level and A2 exams were pending. It is conceivable that in response to this stressor 
a significant proportion of participants in the sample were experiencing acute 
symptoms of reactive depression. The CES-D would seem biased towards reactive 
depression since participants are asked to think about their feelings during the past 
week and respond to items such as 'I did not feel like eating/my appetite was poor', 
'My sleep was restless' and 'I had crying spells'. This may account for the higher
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mean scores on the CES-D in this sample. It is also possible that the mean 
depression score is skewed by the predominantly female sample in the present 
study given the finding that depression is more prevalent in adolescent females 
than males (Nolen-Hoeksema & Girgus, 1994).
In addition it was not possible to compare means for the measure of event-related 
shame. This measure was adapted for the purpose of this study from a similar 
measure assessing event-related shame in adults (Orth et al, 2006). Due to the use 
of parcelling as an analytic strategy in the original study, total and subscale means 
are not available for comparison.
Furthermore, the relationships between these variables found by the present study 
are also consistent with previous literature. That is, shame was found to be 
significantly positively correlated with depression (e.g., Kim et ai, 2011; Mills, 2005) 
and rumination (e.g., Andrews, 2002; Cheung et al., 2004) and significantly 
negatively correlated with social rank (e.g., Cheung et al., 2004; Gilbert et al., 2000). 
In addition, rumination was found to be significantly positively correlated with 
depression (e.g., Abela et al., 2002; Nolen-Hoeksema, 2000). Social rank was found 
to be significantly negatively correlated with depression (e.g., Cheung etal., 2004; 
Fourner, 2009). This provides further evidence to support the proposition of 
previous studies of the existence of these important relationships.
The aim of this study was to provide greater understanding of the contexts in which 
adolescents experience shame as well as mechanisms through which these 
variables operate in relation to adolescent depression in order to inform future 
research into and interventions for depression in this population.
4.3 Context of adolescent shame
This study aimed to elucidate the circumstances in which adolescents experience 
shame. In order not to prime participants for shame responses on the other 
measures used in this study, participants were asked to think about an event in the 
past which they have found 'difficult'. In order to elicit responses about events 
which may have been potentially shaming a number of options were given (parental
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divorce/separation, bullying, low academic achievement and poor sporting 
achievement). Participants were also given the option of self-selecting an 'other' 
type of event. This semi-idiographic approach to assessing contexts in which 
adolescents experience shame was considered useful for eliciting cogent responses.
The findings of this study indicated that shame was experienced in response to all of 
the predetermined options as well as for other types of event which included 
bereavement, physical and mental health issues and relationship difficulties. Whilst 
mean event-specific shame did not differ significantly across event types, the 
findings suggested highest levels of event-related shame were experienced in 
relation to bullying and low academic achievement. Whilst shame was reported in 
relation to 'other' types of event this was lower. This is perhaps unsurprising given 
that 22 out of 57 participants chose to think about a past bereavement, something 
which in Western cultures would not typically be considered as shameful. Whilst it 
is considered a strength of the present study that it did not prime participants for 
shame responses, this seemed to come at the cost of a proportion of the data 
relating to experiences which are less likely to have been associated with shame. 
Despite this, the unexpected interpretation of the scale is considered to have had 
only a minor impact on the overall findings of the study given that it would have 
had the effect of reducing mean shame scores but the correlations between shame 
and other variables measured are nonetheless highly significant. The findings of the 
present study have therefore extended previous knowledge of the contexts in 
which shame is experience during the formative years. Specifically Reimer (1996) 
pointed out that whilst failures in achievement and moral contexts are associated 
with shame in early and middle childhood, it was previously unclear whether these 
contexts remain important in adolescence and whether others come to the fore. 
The present research indicates that the experiences which are important in the 
development of shame in earlier childhood remain important during adolescence. 
Furthermore, family breakdown, bullying, relationship difficulties and the physical 
and mental health of both self and others become important in relation to shame 
during this period. This has important implications for identifying the risk factors for
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the experience of severe distress during adolescence given the well documented 
relationship between shame and mental ill-health in this population (Mills, 2005).
4.4 Mediation analyses
The findings of the multiple mediation analyses suggested that external shame may 
be more important during adolescence than either chronic shame about personal 
attributes or event-specific shame. This was indicated by significance of the total 
effects (direct and indirect) of external shame independently of the other types of 
shame measured here. This could not be said for either of the other types of shame. 
This finding will be discussed in more detail as it relates to each of the mediators 
measured in the study.
4.4.1 Shame, rumination and depression
Two types of rumination were measured in the present study: general rumination 
and event-specific rumination. The results of the multiple mediation model 
suggested that when controlling for all other proposed mediators only one type of 
rumination mediated the relationship between one type of shame, and depression. 
More specifically event-related rumination mediated the relationship between 
event-related shame and depression. This suggests that when adolescents 
experience an event as shameful, rumination about that event may increase the 
likelihood that depression will result. Despite this mediation effect it is not possible 
to infer causality in the relationship between these variables given the cross- 
sectional nature of the study design. Given that previous research studies have 
suggested that rumination mediates the relationship between shame and 
depression in adults (Kim et al., 2011), it is perhaps unsurprising to find that 
rumination about an event that has resulted in the experience of shame seems to 
increase the negative impact of that shame on depression as an outcome. This is 
perhaps also unsurprising given the body of research which demonstrates a 
relationship between rumination and depression in adults (Andrews etal., 2002) 
and adolescents (Abela et al., 2002; Nolen-Hoeksema et al., 2007). Perhaps 
rumination about a shameful event increases feelings of shame, that one is small
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and a failure, and the desire to hide. In response to these feelings adolescents are 
likely to withdraw from social relationships and may become socially isolated. These 
factors may lead to increased emotional distress as well as feelings of worthlessness 
and hopelessness, all of which are associated with depression and were assessed by 
the outcome measure used in this study. Given that social rank variables were 
controlled for in this analysis this relationship is likely to be more complex than 
rumination increasing feelings of inferiority as if this were the case then the effect 
would have been non-significant when controlling for social comparison.
Another possible explanation emerges from the body of research which suggests 
that rumination leads people to think more negatively about past events (Nolen- 
Hoeksema et al., 2008) and that under conditions of induced rumination 
participants recall more negative events from the past (Lyubomirsky & Nolen- 
Hoeksema, 1998). Perhaps these findings can partially be explained by the 
association between shame and rumination. Rumination about past experiences 
which are perceived as shameful mean that the experience is recalled more 
negatively and therefore more likely to be recalled in the context of depression 
when there is a predisposition towards negative thinking and biased recall 
(Teasdale, 2004). Furthermore, the suggestion that people who ruminate generate 
less effective solutions to interpersonal problems (Donaldson & Lam, 2004; 
Lyubomirsky & Nolen-Hoeksema, 1995; Watkins & Moulds, 2005) may also shed 
light on the finding that event-specific rumination mediated the relationship 
between event-related shame and depression. It is possible that this deficit in 
problem solving skills is related to other factors such as low self-esteem, low 
confidence and the tendency to make personal attributions about the causes of 
interpersonal difficulties. These factors can be seen in the wider context of biases in 
thinking and negative views of the self both of which are related to depression. In 
the case of event-specific rumination perhaps the rumination focuses on self-blame, 
responsibility or personal attributes which are considered to have contributed to 
the event or experience which is perceived as shameful. This would provide an
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explanation of how event-specific rumination leads to depression following the 
experience of event-related shame.
Whilst the finding that event-related rumination mediated the relationship between 
event-related shame and depression seems logical given the previous research, it is 
perhaps more surprising in this context that general rumination did not mediate the 
relationship between shame of any kind and depression. The finding of the multiple 
mediation analysis is therefore not consistent in this respect with previous research 
using a similar measure, which found rumination to be a mediating factor in the 
shame-depression relationship. However, this discrepancy can be explained by the 
analytic strategy and the finding therefore represents an interesting development 
of previous research. Previous research has used the Baron and Kenny (1986) 
method for testing mediation which allows simple mediation models to be tested 
using a series of regression models. One criticism of this method is that when 
mediation is said to have occurred it could be attributed to other possible 
mediators which have not been measured by the study or included in the analysis 
(Frazier et al, 2004). When the data from the present study were analysed using 
the Baron and Kenny (1986) method both types of rumination (general and event- 
specific) were found to mediate the relationship between all three types of shame 
and depression. When the analytic strategy is the same the findings of the present 
study are consistent with the previous literature. The use of the multiple mediation 
analysis allows for analysis of the potential mediating effect of one possible 
mediator whilst controlling for other possible mediators which have been measured 
by the study. The findings of this study therefore suggest that when social rank 
variables are controlled for, the indirect path from shame to depression through 
rumination becomes non-significant. This might indicate that social rank variables 
are more important than rumination in mediating the relationship between shame 
and depression in adolescents. It is also possible that if previous research with 
adults had used multiple mediation analyses that rumination would also not have 
not been found to significantly mediate the shame-depression relationship in this 
population.
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4.4.2 Shame, social rank and depression
Two aspects of social rank were measured in the present study in line with social 
rank theory: social comparison and submissive behaviour.
4.4.2.1 Shame, social comparison and depression
The findings of the present study suggest that when controlling for all other 
mediators measured by the study social comparison significantly mediated the 
relationship between two types of shame: chronic shame about personal attributes 
and external shame. This suggests that the experience of these types of shame 
during adolescence is related to negative social comparison which is related to 
depression. This is in line with previous research with adolescents (Aslund, et al., 
2009). However the causal nature of this relationship cannot be inferred given that 
it would be difficult to prove whether shame preceded social comparison (and 
submissive behaviour) or whether the reverse relationship was true. For this reason 
the author of this study also ran a multiple mediated regression in which social rank 
variables were entered as predictors, depression as the outcome and the three 
shame variables as mediators in this relationship.
In this analysis external shame was found to mediate the relationship between 
social comparison and depression. This suggests that in adolescence the 
relationship between external shame and social comparison may be a circular one, 
that is that there is not a causal pathway from one to the other which impacts in 
depression as an outcome but the two processes affect each other in a reciprocal 
and ongoing relationship. It is also possible that these relationships exist because 
social comparison and specifically negative social comparison is a part of the 
broader shame experience. If this is the case, the findings of this study suggest that 
a circular relationship between social comparison and external shame is particularly 
influential in adolescent depression. This seems plausible given the proposal that 
comparison of the self with others is particularly salient during this period (Fourner, 
2009; Parker et al., 2006; Vartanian, 2000). This would also explain why similar
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circular relationships were not found in this subsequent multiple mediation analysis 
between social comparison and the other two types of shame.
The idea that a circular relationship exists between shame and social comparison is 
consistent with a considerable amount of both theory and research into these 
areas. For example, Lewis (1971) suggests that shame is related to negative 
evaluation of the global self e.g., through comparison with others. Similarly, 
Kaufman (1996) proposes a definition of shame as encompassing feelings of 
inferiority i.e., poor social comparison. In addition, Stuewig & McCloskey (2005) 
suggest that shame is focused on the evaluation of one's self against a set of 
internalised standards. During adolescence, the most pertinent set of these 
standards is likely to relate to those values upheld by the peer group as important, 
thus emphasising the reciprocal nature of the shame-social comparison 
relationship. Moreover, the classification of shame as a self-conscious emotion 
provides further support for the suggestion that shame and social comparison are 
conceptually linked.
Tangney (2005) defined the self-conscious emotions as those which are evoked by 
self-reflection and self-evaluation, Further, Tracy and Robins (2007) state that self­
representation is a prerequisite for this self-evaluation. They further suggest that 
these self-representations may relate to the self in relational, social or collective 
contexts. External shame would seem to be most related to social representations 
of the self which would be associated with social comparison thus offering a 
possible explanation for the relationship between shame as a self-conscious 
emotion and social comparison during adolescence. Taken together and in the light 
of the findings of this study, the theoretical and empirical literature on shame 
would seem to suggest that when shame and social comparison co-exists they 
influence each other reciprocally in a circular relationship.
The proposition that external shame and social comparison have a circular 
relationship has useful implications for practice given that social comparison may 
represent a variable which is more easily targeted through intervention. For 
example, in a Cognitive Behavioural Therapy (CBT) framework, if cognitive
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distortions exist about how one compares to others, where these distortion present 
the self in a more negative light, they could be directly addressed in order to 
achieve a more balanced sense of the self in relation to others. Given the 
relationships exhibited here it is likely that such an intervention with adolescents, if 
successful, would have an impact on the experience of external shame through a 
reduction in the sensitivity associated with issues of rank. This may benefit 
adolescents experiencing social anxiety as well as depression given that shame may 
be important in the development of both conditions. There is significant evidence 
for the relationship between shame and anxiety based on negative self-evaluation 
(Gilbert, 2000). Given the prevalence of anxiety and depression during adolescence 
as well as their co-morbidity, tackling shame in this way would seem promising. 
Indeed, one aim of cognitive behavioural therapies with young people is cognitive 
restructuring to correct distorted beliefs about the self (Crawley et al., 2010). These 
findings are also useful in non-clinical examples for groups such as teachers, health 
visitors and school nurses to be aware of given that lower level interventions which 
target social comparison in schools may promote well-being in young people.
A limitation of the current study in relation to the findings about social comparison 
comes from the findings of Gilbert et al. (2010) who found that in a mixed clinical 
sample, the relationships between external shame and social comparison with self- 
harm became non-significant when controlling for anxiety. Similarly, Gilbert et al. 
(2000) reported that a significant relationship between social rank variables and 
depression became non-significant in their non-clinical sample when controlling for 
social anxiety. The effect remained in the clinical sample. This suggests that in non- 
clinical populations the influence of social rank on depression is accounted for by 
the experience of social anxiety i.e., marked fear about social situations including 
one's ability to cope with social interaction. In clinical populations it seems 
perceptions of social rank are important in their own right in relation to depression 
as an outcome. It is possible therefore that the relationship between external 
shame, social comparison and depression in the current study could be explained by 
social anxiety. Unfortunately, anxiety was not included in this study and therefore
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this analysis cannot be undertaken. Future studies with adolescents could build on 
the findings of this study that social comparison is an important mediator in 
adolescence between external shame and depression by measuring levels of anxiety 
and controlling for this in the analysis.
4.4.2.2 Shame, submissive behaviour and depression
The findings of the present study in relation to submissive behaviour suggest that 
when controlling for all other mediators measured by the study submissive 
behaviour significantly mediated the relationship between external shame and 
depression. Despite all of the direct relationships between external shame and 
submissive behaviour and depression being positive the mediation effect was found 
to be negative. This suggests that when shame is experienced in relation to others 
during adolescence, submissive behaviour may be protective against depression. 
This finding is in contrast to that of Gilbert (2000) which suggested that in both 
depressed and non-depressed adults, submissive behaviour made a significant 
independent contribution to depression over and above shame as measured by the 
TOSCA (Tangney, et al., 1989). It is possible that submissive behaviour may operate 
differently during adolescence. Perhaps, when a young person feels a sense of 
shame in relation to others, submissive behaviour may serve to protect 
relationships and maintain social integration. This notion is consistent with Tracey 
and Robin's (2007) conceptualisation that shame facilitates the attainment of 
complex social goals such as the maintenance or enhancement of status or the 
prevention of group rejection. Furthermore, in light of evolutionary theories, which 
suggest that low social rank is perceived as a threat to the self (Aslund et al., 2009), 
it seems plausible that experiencing the self as inferior to others would motivate 
behaviours which attempt to preserve the self. It is perhaps when these attempts 
are absent or ineffective that depression is more likely to occur.
It is also possible that the use of the TOSCA (Tangney, 1989), a measure of shame 
which utilises hypothetical situations and imagined shame, may have contributed to 
the difference in findings between this and the present study which measured 
shame experiences and therefore may be considered more ecologically valid.
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Gilbert (2000) also used regression analyses to examine the independent 
contributions of shame and social rank to depression and social anxiety. It would be 
interesting to analyse Gilbert's (2000) data using the multiple mediation method to 
explore whether the reported relationships between variables held or whether as in 
the present study they differed between the simple and multiple mediation 
analyses. This would allow for the indirect independent relationships between 
shame, social rank and depression to be measured in an adult sample.
In the multiple mediation model with social rank variables as predictors and the 
shame variables as mediators, a similar relationship was found between submissive 
behaviour as a predictor and external shame as a mediator to those reported above 
for social comparison as a predictor. That is the relationship between submissive 
behaviour and depression was significantly mediated by external shame but not 
chronic shame about personal attributes or event-related shame. This would 
suggest that similar to social comparison, submissive behaviour may exist in a 
circular relationship with external shame whereby the two processes continually 
affect each other in a reciprocal way. For example, if shame in relation to others is 
experienced during adolescence this may lead to submissive behaviour which in 
turn leads to shame. Despite this, it remains possible that submissive behaviour 
intervenes in the relationship between external shame and depression in a 
protective manner by helping to preserve social relationships. Submissive behaviour 
may serve to maintain the hierarchy in adolescent social groups, which allows them 
to continue to function in a pre-existing way. Young people who experience shame 
in relation to others and act submissively in response to this may be accepting of 
their position in the social hierarchy and therefore such behaviour may be 
protective in terms of both integration within the group and depression.
Social anxiety could also feature in this process as a result of feelings of inferiority. 
Submissive behaviour may be adopted as a safety behaviour in this context to 
defend against feelings of anxiety and the threat of group rejection. It is possible 
that when young people lower in the hierarchy experience shame in relation to 
others but do not engage in submissive behaviour this may create tension in the
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social group and result either in a restructuring of the social group or in a rejection 
or marginalisation of that young person as a member of the group. It would have 
been interesting to assess the relative position of each participant in their social 
hierarchy through a method of self- and observer ratings similar to that used by 
Fourner (2009). This would have allowed for an analysis of submissive behaviour 
according to subjective and objective social position, which may have further 
elucidated the relationships between external shame, submissive behaviour and 
depression and in particular provided information about when submissive 
behaviour is most likely to be protective in relation to depression. Unfortunately 
given the time and resource constraints placed on the present study this was not 
possible.
It seems plausible to suggest that interpersonal processes will be particularly 
important in determining well-being during adolescence given the value placed on 
status in relation to one's peers during this period (Fourner, 2009; Parker et al., 
2006; Vartanian, 2000) and the potential for bullying. Furthermore, the notion that 
submissive behaviour in response to shame may function to maintain the social 
equilibrium fits with the idea that the self-conscious emotions play a central role in 
regulating almost all of people's thoughts, feeling and behaviour (Fischer &
Tangney, 1995; Goffman, 1955). More specifically it is consistent with the assertion 
that the self-conscious emotions e.g., shame, facilitate attainment of complex social 
goals (Tracy & Robins, 2007) e.g., enhancing status or prevention of group rejection 
(Gilbert, 2000; Leary, 2007). The findings highlight submissive behaviour as one 
possible mechanism through which external shame does this. That is, behaving 
submissively following the experience of shame in relation to others may reduce 
the likelihood that one will be marginalised and therefore become depressed.
Despite the importance of adolescent social relationships in the development of 
depression, it is important to note that mental health and well-being during this 
period is likely to be an interaction between current and previous experiences 
which have contributed to the development of personality, coping style and 
interpersonal functioning. For example, attachment style and previous trauma may
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also play a role. The interactions between historical and current factors are likely to 
contribute to individual differences in adolescent experience of mental health 
difficulties including depression. In addition this may also contribute to how such 
difficulties are expressed with some young people experiencing depression and 
others anxiety.
The usefulness of submissive behaviour as a strategy to manage in the face of 
external shame may also be linked with the concept of ego-strength. Tangney 
(2005) discussed ego-strength in the context of adult shame and suggested that 
shame prone individuals with high ego-strength may be able to use shame 
constructively to motivate productive soul searching and a revision of priorities or 
values. Perhaps using submissive behaviour in this constructive way to manage 
shame and thus reduce the risk of depression would differ between those with high 
and low ego-strength. Where ego-strength is high, it is possible that submissive 
behaviour in response the external shame would not lead to an increase in shame in 
a circular way and therefore may be less likely to lead to depression than when ego 
strength is low. Future studies could investigate this interaction by measuring ego- 
strength e.g., using the Minnesota Multiphasic Personality Inventory (MMPI;
Barron, 1953) and conducting a moderated mediation analysis.
4.5 General limitations of the current study
In addition to the more specific limitations reported throughout this discussion the 
present study suffers from a number of more general limitations.
A number of criticisms of the study relate to the event-specific shame measure.
First, the types of 'event' which were considered by participants in the study would 
perhaps be more appropriately termed experiences rather than events. That is both 
the predetermined options (parental divorce/separation; bullying; low academic 
achievement and poor performance in sporting activities) as well as those that were 
self selected (relationship difficulties; bereavement; health problems) are likely to 
have occurred over long periods of time rather than being discrete events. It was 
therefore not possible to analyse differences in levels of shame according to the
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length of time since the 'event' occurred since many participants responded with a 
period of time during which the experience took place rather than a discrete point 
in time. It is possible that negative experiences which took places over longer 
periods would have had a more significant impact on psychological variables such as 
shame given their chronic course. However, it was not possible to assess this given 
the different formats in which participants responded to the question 
'Approximately how long ago did you have this experience?', e.g., '14-16 years', 
'When I was 16', 'all my life'. This limitation would seem minor in that the majority 
of participants chose to think about a difficult experience and therefore the 
implications are simply for the naming of the variable. Replacing the word 'event' 
with 'experience' when labelling the variables which are termed 'event-related 
shame' and 'event-specific rumination' would perhaps more accurately capture 
what was being thought about by participants.
A second limitation related to the wording of the question may have meant that 
some participants were thinking about qualitatively different experiences. That is, 
participants were asked to think about experiences which they had found 'difficult' 
rather than shameful, in order that shameful responses were not primed. This 
resulted in 12% of the sample (n=22) considering bereavement which in Western 
cultures may not result in comparable levels of shame to the other experiences 
considered by the remainder of the sample. Despite the fact that mean shame for 
those thinking about 'other' types of experience did not differ significantly from 
mean shame in any other group it is possible that this experience was different in 
some way and capturing a number of additional elements e.g., the level of self­
blame for the experience.
A third limitation of the measure became apparent during data collection when 
some concern was raised over the ease with which the measure of event related 
shame could be interpreted. Participants were asked think about the event in 
relation to three separate groups of people: their parents, other family members 
and friends, which were to represent imagined audiences. In relation to each group 
they were asked to rate their current feelings about the event. Despite piloting the
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questionnaire, it became clear that some participants had found this double 
hermeneutic i.e. thinking about one's feelings in relation to different imagined 
audiences, difficult to understand when they sought clarification about how to 
complete the measure. In order to minimise the effects of this, after two people 
had sought clarification in the first data collection session the researcher gave a full 
verbal explanation to all participants. This same explanation was given at the 
beginning of the second data collection session. Despite this it is possible that some 
difficulties interpreting the measure remained and it was not completed in the 
intended way. Perhaps by providing an example to aid interpretation of the 
measure would reduce the ease with which participants could understand the 
measure and use it in the intended way. For example it may be easier for 
adolescents to consider an imagined audience if the question was phrased more 
concretely e.g., 'Imagine you were talking to your parents about the experience. 
How much would this make you feel like a failure?'
Fourth, in light of the body of research which considers cross-cultural and gender- 
related differences in the experience of shame it would have been interesting to see 
how this was represented in the present study. However this was not possible given 
the small number of male participants and those from diverse ethnic backgrounds 
which were recruited to the sample. Unfortunately, no mixed or male-only schools 
agreed to be involved in the research. Ideally future studies would benefit from 
more equal numbers of male and female participants which would make further 
analyses of gender differences possible.
Fifth, estimates of convergent validity were not available for some of the measures 
used in this study, namely the ASCS, ASBS and the measure of event-related shame 
given that it was adapted specifically for use in this study with an adolescent 
sample. This somewhat weakens the credibility of the findings discussed here in 
that it cannot be confidently stated that these measures are valid measures of the 
constructs they purport to assess. Despite this given the lack of availability of other 
measures to assess the social rank variables and shame in relation to specific events
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the use of such measures was necessary given the importance of these variables in 
the adolescent population.
Last, further limitations relate to the design of this study. Specifically, the cross- 
sectional nature limits the conclusions that can be drawn about causal relationships 
between variables measured. Future research would benefit from being 
longitudinal in nature. Indeed, Hoyle and Robinson (2003) recommend a replicative 
strategy in which all measures are administered at more than one time point in 
order that the causal sequence of the mediation chain can be confirmed. In 
addition, whilst the analysis was guided by the research questions which emerged 
from a review of the relevant literature, a number of other mediation models may 
have been tested which may have highlighted other relationships between variables 
measured in the study.
4.6 Future directions
Some suggestions for future research which builds on the present study have been 
made throughout this discussion where they relate to the relationships between 
particular variables. In addition there are other more general suggestions for 
possible extensions of this research. First, two possible mediators were identified as 
important in the shame-depression relationship from previous research with 
adolescents and adults. It is of course likely that there are yet more variables which 
mediate these relationships e.g., anxiety (Gilbert & Irons, 2005) self-esteem (Orth et 
al., 2006) and further research could measure a greater number of mediators 
identified by the literature and adopt a multiple mediation analysis in order to 
establish the independent contributions of these variables to the IV-DV relationship. 
In addition, previous research suggests that attachment to peers is also related to 
social comparison, submissive behaviour, anxiety and depression in adolescents 
(Gilbert & Irons, 2005). Future research could consider improving on the model 
tested here by measuring peer-attachment and including this as a predictor in the 
multiple mediation model. This would allow for the independent contributions of 
attachment and shame to depression through social rank and rumination as well as 
anxiety and self-esteem if these were to be included as possible mediators.
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Second, although the mean depression score in this study indicated that there was a 
near clinical level of depressive symptoms in the current sample, it would be 
interesting to replicate this research in a clinical population where participants 
scores reach clinical levels on a measure of depression for use in clinical populations 
e.g., the depression subscale of the Beck Youth lnventories-ll (BYI-II; Beck et al., 
2005). It is possible that higher mean scores on variables such as event-related 
shame, event-specific rumination and submissive behaviour and lower mean scores 
on social comparison would be seen in a clinical sample. If this were the case it 
would suggest that experiencing these processes at the more extreme and negative 
end of each continuum would result in an increase in the likelihood that clinical 
depression would result.
In addition, given that previous research suggests that the experience of clinical 
depression is related to a characterological propensity towards shame i.e., shame 
proneness, it would perhaps be wise to include a measure of shame-proneness as 
well as the other shame measures in such a study. Whilst similar relationships 
between the variables measured in the present study are likely, it is possible that 
shame proneness explains the difference between those who experience depressive 
symptoms and those who receive a diagnosis of clinical depression during 
adolescence.
It is also possible that other factors may mediate this relationship. For example 
amongst shame-prone adolescents, there might be factors which mitigate against 
poor mental health as an outcome. For example, in families where parents model 
adaptive ways to manage feelings of shame it is possible that outcomes may be 
better.
4.7 Conclusions
The findings of this study have extended the current understanding in relation to 
adolescent experiences in a number of areas. First, greater insight has been 
provided into the circumstances in which adolescents are likely to experience 
shame. Specifically it seems that in addition to failures in achievement and moral
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contexts, family breakdown, bullying, relationship difficulties and the physical and 
mental health of both self and others are important.
Second, in relation to the relationships between shame, rumination and depression 
the findings of this study have been found to be inconsistent with the previous 
literature. Whilst previous studies with adults suggested that rumination mediated 
the relationship between shame and depression, this study indicates that when 
controlling for social rank variables the indirect relationship between shame and 
depression through rumination becomes non-significant. This finding would seem to 
have face validity in the context of the adolescent literature which suggests that 
social comparison is influential during this period (Fourner, 2009; Parker et al.,
2006; Vartanian, 2000). The findings of the present study may also call into question 
previous research in this area with adult samples given that similar results were 
found using a less sophisticated method for assessing mediation.
Third, with regard to social comparison, the findings of this study suggest that in 
adolescence the relationship between external shame and social comparison may 
be a circular one, that is that there is not a causal pathway from one to the other 
which impacts in depression as an outcome, but that the two processes affect each 
other in a reciprocal and ongoing relationship. Whilst the experience of shame 
during adolescence is likely to comprise a number of factors it seems likely that this 
includes negative social comparison with others on attributes which are considered 
important in the adolescent social context e.g., attractiveness (in its broadest 
sense), popularity and confidence. Both independently and in combination these 
factors are related to an increased incidence in depressive symptoms.
Fourth, in respect of submissive behaviour, the findings of the present study 
suggest that shame appears to exist in a circular relationship with submissive 
behaviour as it does with social comparison. Moreover, it indicates that submissive 
behaviour may be a protective factor intervening in the relationship between 
shame and depression in adolescents. Suggestions for why this may be the case 
have been offered and include that submissive behaviour may maintain social 
integration despite shame in relation to others.
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The limitations of the current study have been discussed throughout this discussion 
and suggestions made for future research. In particular, future research should 
make use of more advanced methods of mediation analysis such as those discussed 
here in order to test the independent contributions of a number of mediators in the 
relationship between shame and depression in both adolescents and adults. In this 
way the findings in this area will be rendered more robust. Furthermore, although 
this is more difficult with intra-individual factors, studies should where possible, 
make use of longitudinal research designs which allow for greater inference of 
causation to be made.
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6.0 Appendices
6.1 Ethnie background of participants
Breakdown of participants according to ethnic background
Ethnicity n
White British 151
White Irish 1
White Other 3
White and Black Caribbean 1
White and Asian 5
Indian 8
Pakistani 2
Bangladeshi 1
Asian Other 2
Black or Black British Caribbean 1
Black or Black British African 5
Chinese 3
Other 5
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6.2 Questionnaire pack
A study of common experiences during adolescence 
Questionnaire pack
Instructions
This booklet contains a series of questionnaires. Please read all of the  
information at the start of each questionnaire and answer ALL the 
questions and ALL of the questionnaires. Even if you are not sure of an 
answer, please pick one. There are no wrong or right answers, you just 
have to pick the answers that best describe you. Please work on your 
own.
If you decide not to participate, there are some activities at the end of 
this questionnaire pack which you can do instead. If half-way through 
completing the questionnaires you decide you want to w ithdraw your 
participation, simply draw a line through any questionnaires you have 
already completed and do not complete the remaining questionnaires.
Thank you very much for taking part in this study.
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First, please fill in the following questions about yourself. It will help us to 
understand how different kinds of people e.g. boys or girls, experience different 
things. If there are any questions you are not happy to answer then you can leave 
them out. I will not be able to identify you from this information.
Gender Male Q
Female | |
Age 16 years old Q  17 years old Q  18 years old Q
(Please note you should not take part in this research if you are not aged between 
16 and 18 years)
Ethnicity
White British Pakistani
White Irish Bangladeshi
White Other Asian Other
White and Black Caribbean Black or Black British Caribbean
White and Black African Black or Black British African
White and Asian Black or Black British Other
Mixed Other Chinese
Indian Other
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Everybody at times can feel embarrassed, self-conscious or ashamed. These questions are 
about such feelings if they have occurred at anytime in the past year. There are no 'right' 
or 'wrong' answers. Please indicate the response which applies to you with a tick.
No
t 
at 
al
l
A 
lit
tle
M
od
er
at
el
y
Ve
ry 
M
uc
h
Have you felt ashamed of any of your personal habits?
Have you worried about w hat other people think of 
any of your personal habits?
Have you tried to  cover up or conceal any of your 
personal habits?
Have you felt ashamed of your manner with others?
Have you worried about w hat other people think of 
your m anner w ith others?
Have you avoided people because of your manner?
Have you felt ashamed of the sort of person you are?
Have you worried about what other people think of 
the sort of person you are?
Have you tried to  conceal from  others the sort of 
person you are?
Have you felt ashamed of your ability to  do things?
Have you worried about w hat other people think  
of your ability to do things?
Have you avoided people because of your inability 
to do things?
Do you feel ashamed when you do something  
wrong?
Have you worried about w hat o ther people think  
of you when you do something wrong?
Have you tried to cover up or conceal things you 
felt ashamed of having done?
Have you felt ashamed when you said something  
stupid?
Have you worried about what other people think  
of you when you said something stupid?
Have you avoided contact with anyone who knew  
you said something stupid?
Have you felt ashamed when you failed at something 
which was im portant to you?
Have you worried about w hat other people think of 
you when you fail?
Have you avoided people who have seen you fail?
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Have you felt ashamed of your body or any part of it?
Have you worried about what other people think 
of your appearance?
Have you avoided looking at yourself in the mirror?
Have you wanted to hide or conceal you body or any 
part o f it?
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These questions are about how people think others see them . Below is a list o f statements describing 
feelings or experiences about how you may feel other people see you. Read each statem ent carefully 
and tick a box to indicate how often you find yourself feeling or experiencing w hat is described in the  
statement.
Ne
ve
r
Se
ld
om
So
m
et
im
es
Fr
eq
ue
nt
ly
Al
m
os
t 
al
wa
ys
1 feel other people see me as not good enough
1 think that other people look down on me
Other people put me down a lot
1 feel insecure about others opinions of me
Other people see me as not measuring up to them
Other people see me as small and insignificant
Other people see me as somehow defective as a person
People see me as unimportant compared to others
Other people look for my faults
People see me as striving for perfection
but being unable to reach my own standards
1 think others are able to see my defects
Others are critical or punishing when 1 make a mistake
People distance themselves from me when 1 make mistakes
Other people always rem em ber my mistakes
Others see me as fragile
Others see me as empty and unfulfilled
Others think there is something missing in me
Other people think 1 have lost control over my body and
feelings
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In the following set of questions you will be asked to think about an experience in 
the past which you have found difficult. Please choose an experience from the 
options below and put a tick in the appropriate box. Alternatively you may choose 
another experience and describe it briefly in the space provided below.
Please choose only one experience and indicate your choice clearly.
Parents divorce or separation Q
Bullying Q
Low academic achievement at school Q  
Poor performance in sporting activities| |
Other Q  (please describe briefly below)
Approximately how long ago did you have this 
experience?.................................................
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The following questions are all about how you feel now about the experience you chose on the  
previous page now but in relation to  three groups of people.
First, please think about your parents. Please indicate how much each statem ent applies to  your 
current feelings by circling a number. 0 means the statem ent does not apply to your feelings at all 
and 5 means it applies completely.
No
t 
at 
al
l
Co
m
pl
et
el
y
1 feel ashamed because o f w hat happened 0 1 2 3 4 5
1 feel like a failure 0 1 2 3 4 5
1 feel small 0 1 2 3 4 5
1 want to hide 0 1 2 3 4 5
Now please think about other family members (e.g. brothers, sisters, aunts, uncles, cousins). Please 
indicate how much each statem ent applies to your current feelings.
No
t 
at 
al
l
Co
m
pl
et
el
y
1 feel ashamed because o f w hat happened 0 1 2 3 4 5
1 feel like a failure 0 1 2 3 4 5
1 feel small 0 1 2 3 4 5
1 w ant to  hide 0 1 2 3 4 5
Now please think about your friends. Please indicate how much each statem ent applies to your 
current feelings.
No
t 
at 
al
l
Co
m
pl
et
el
y
1 feel ashamed because of w hat happened 0 1 2 3 4 5
1 feel like a failure 0 1 2 3 4 5
1 feel small 0 1 2 3 4 5
1 w ant to  hide 0 1 2 3 4 5
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Below is a list o f difficulties people som etime have after stressful life events. Please read each item  
and indicate how distressing each difficulty has been for you during the past seven days with respect 
to the experience you have chosen to think about. How much w ere you distress or bothered by 
these difficulties?
No
t 
at 
al
l
A 
litt
le 
bi
t
M
od
er
at
el
y
Qu
ite
 
a 
bi
t
Ex
tre
m
el
y
Any rem inder brought back feelings about it
1 had trouble staying asleep
Other things kept making me think about it
1 felt irritable and angry
1 avoided letting myself get upset when 1 thought about it or was 
reminded of it
1 thought about it when 1 didn't mean to
1 felt as if it hadn't happened or wasn't real
1 stayed away from  reminders about it
Pictures popped into my mind
1 was jum py and easily startled
1 tried not to think about it
1 was aware that 1 still had a lot of feelings 
about it, but 1 didn't deal with them
M y feelings about it were kind of numb.
1 found myself acting or feeling like 1 was 
back at that tim e
1 had trouble falling asleep
1 had waves o f strong feelings about it
1 tried to remove it from my memory
1 had trouble concentrating
Reminders of it caused me to have physical reactions, such as 
sweating, trouble breathing, nausea, or a pounding heart
1 had dreams about it
1 felt watchful and on guard
1 tried not to talk about it
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People think and do many different things when they feel sad, blue, or depressed. Please put a tick in 
one of the boxes below to indicate how often you think or do each thing when you feel down, sad, or 
depressed. Please indicate w hat you generally do, not w hat you think you should do.
Al
m
os
t 
ne
ve
r
Ra
re
ly
So
m
et
im
es
Al
m
os
t 
al
wa
ys
Think "W hat am 1 doing to  deserve this?"
Analyse recent events to try  to  understand why you feel depressed
Think "W hy do 1 always react this way?"
Go away by yourself and think about why you feel this way
W rite down w hat you are thinking and analyse it
Think about a recent situation, wishing it had gone better
Think "W hy do 1 have problems other people don't have?"
Think "W hy can't 1 handle things better?"
Analyse your personality to try  to understand why you feel
depressed
Go someplace alone to  think about your feelings
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Below are a series of statements which describe how people act and feel about 
certain situations when they are with people in their own year at school.
When 1 am with people in my own year.......
Ne
ve
r
Ra
re
ly
So
m
et
im
es
M
os
tly
Al
wa
ys
I agree that 1 am wrong, even when 1 know  
that 1 was not wrong
1 do things because other people are doing 
them , rather than because 1 w ant to
1 let others criticise me or put me down 
without defending myself
1 play with others even if 1 do not w ant to
If 1 try to speak and others take over, 1 just shut up
W hen 1 make a little mistake and w ant to apologise, 
1 say sorry more than once
1 stop myself from  telling others when 1 am angry 
with them
At parties, 1 let others talk a lot and dominate the  
conversation
1 feel uncom fortable when people look straight at 
me when they are talking
1 say thank you over and over again when someone 
does a small favour for me
1 avoid starting conversations at parties
1 blush (go red) when people look at me
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W e would like you to  tell us how you feel about yourself compared to your friends. Here is an 
example:
Compared to your friends how tall do you think you are?
For example:
Smaller 1 2 3 4 5 6 7 8 9 10 Taller
In this example, if I thought I was smaller than my friends, I would circle a num ber to the left o f the  
scale. However, if I thought I was taller than my friends, I would circle a num ber at the right of the  
scale.
1. Compared to your friends, how shy do you feel?
Less shy 1 2 3 4 5 6 7 8 9 10 M ore  shy
2. Compared to  your friends, how clever do you feel?
Less clever 1 2 3 4 5 6 7 8 9 10 M ore  clever
3. Compared to your friends, how popular do you feel?
Less
popular
1 2 3 4 5 6 7 8 9 10 M ore  popular
4. Compared to  your friends, how different do you feel?
Less 1 2 3 4 5 6 7 8 9 10 M o re  d ifferent
d ifferent
5. Compared to  your friends, how attractive do you feel?
Less 1 2 3 4 5 6 7 8 9 10 M ore
attractive attractive
6. Compared to  your friends, how strong do you feel?
Less strong 1 2 3 4 5 6 7 8 9 10 M ore  strong
7. Compared to your friends, how accepted do you feel?
Less accepted 1 2 3 4 5 6 7 8 9 10 M ore  accepted
8. Compared to your friends, how quiet do you feel?
Less quiet 1 2 3 4 5 6 7 8 9 10 M ore  quiet
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9. Compared to your friends, how confident do you feel?
Less confident 1 2 3 4 5 6 7 8 9 10 More confident
10. Compared to your friends, how left out do you feel?
Less left out 1 2 3 4 5 6 7 8 9 10 More left out
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Below is a list of some of the ways you may have felt or behaved. Please indicate how often you have 
felt this way during the past w eek by ticking the appropriate space. Use the following response 
items which correspond to the numbers in each box:
1 - Rarely or none of the tim e (Less than 1 day)
2 - Some or a little  of the tim e (1-2 days)
3 - Occasionally or a m oderate am ount of the tim e (3-4 days)
4 - M ost or all of the tim e (5-7 days)
1 2 3 4
1 was bothered by things that usually don't bother me
1 did not feel like eating; my appetite was poor
1 felt that 1 could not shake off the blues even with help 
from my family or friends
1 felt that 1 was just as good as other people
1 had trouble keeping my mind on w hat 1 was doing
1 felt depressed
1 felt that everything 1 did was an effort
I felt hopeful about the future
1 thought my life had been a failure
1 felt fearful
M y sleep was restless
1 was happy
1 talked less than usual
1 felt lonely
People w ere unfriendly
1 enjoyed life
1 had crying spells
1 felt sad
1 felt that people disliked me
1 could not get "going."
That is the end of the questionnaire. Thank you very much for taking 
the time to fill it in. Your answers will be very helpful.
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6.3 Information booklet
UNIVERSITY OF
SURREY
A study of common experiences during adolescence
A research project
Please will you help me with my research?
This booklet gives some information about the project. I have set out the questions 
you might want to ask with my answers. If you have other questions you can ask me 
when I come to your school or college.
You can also contact me or my university supervisor using the information below:
Researcher
Jemeela Savage 
Trainee Clinical Psychologist 
Department of Psychology 
University of Surrey 
i.hutchfield(a)surrev.ac.uk
Supervisor
Mary John
Registered Clinical Psychologist 
PsychD Programme Director 
Department of Psychology 
University of Surrey 
m.iohn@surrev.ac.uk 
01483 689441
Who am I?
My name is Jemeela Savage and I am training to become a clinical psychologist. As part of 
my training I am doing some research and I would like to invite you to participate. Before 
you decide it is important that you understand what will be involved. Please take the time 
to read this information booklet.
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Why is the research being done?
Adolescence can be a difficult time when young people have a variety of experiences both 
good and bad. In order to help young people cope when they have difficult experiences it is 
important understand which types of coping lead to young people feeling better and being 
able to do the things that they want and which types of coping are not so helpful.
What will the questionnaires ask me about?
I am planning to collect information from a large number of young people to help me 
understand this better. The questionnaires will ask you questions about how you cope 
when things are difficult and how you communicate with other people. It will also ask you 
what you think other people think about you. There are some questions about negative 
feelings which we all experience sometimes, for example feeling embarrassed or ashamed. 
Part of the questionnaire will ask you to think about a specific event in the past that you 
found difficult. The questions in this section will be about how you coped with the event 
not about the event itself.
Who will be in the project?
I am visiting a number of sixth forms at schools or colleges to ask young people like you to 
take part. To take part you must be between 16 and 18 years old. A teacher from your 
school or college has said it is ok for me to come and ask you if you would like to take part 
in the research. They have not told me your name and I will not ask or keep a record of it. 
This is so that your answers will be anonymous
Do I have to take part?
No. It is your choice whether you want to take part or not and it will not affect your time at 
school or college either way
How do I take part or let you know if I do not want to?
I will be coming into your school/college in the next week. Your teacher will be able to tell 
you when. I will bring some questionnaires with me. I will come into one of your classes or 
assembly and give out the questionnaires. You will be able to ask me any questions before 
you decide whether to take part. If you agree to take part all you need to do is complete 
the questionnaire and give it back to me. By doing this I will know you agree to take part. If 
you do not want to take part you should fill in the 'Opt-out' form which will be handed out 
with the questionnaire. Only I will see your answers and I will not be able to tell your 
questionnaire apart from anyone else's.
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What will happen to my answers?
If you decide to take part I will collect your questionnaire with all the others. I will then 
enter your answers into a spreadsheet on the computer. Your answers will then be 
analysed along with everybody else's. Paper questionnaires will be destroyed after about 6 
months when the research is written up. The spreadsheet will be destroyed after 5 years.
Could there be any problems for me if I take part?
I hope that you will find filling in the questionnaire interesting. You might learn something 
about yourself by answering the questions it contains. It is possible that thinking about 
experiences that you have found difficult may be upsetting. If you feel upset when you are 
filling in the questionnaires you can stop and have a break and then continue or you can 
stop all together. I will give everyone written information of people and organisations that 
are available if you feel upset and want to talk to someone.
How will doing the research help?
By taking part in the research you will be helping me with my training. I also hope that you 
will find it interesting to see what psychological research can involve. When your answers 
are put together with all the other participants I hope it will tell us something new and 
interesting about how to help young people to cope with difficult experiences. I will write 
reports about this to help those who work with young people to understand what I have 
found out. No one will know that you have taken part. I will also send a short report to your 
school which you can read if you want to.
Thank you for reading this booklet
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6.4 Debrief sheet
SURREY
UNIVERSITY OF
A study of common experiences during adolescence
Debrief
This study has investigated the relationship between shame, social rank, rumination and 
depression. These variables can be defined as follows:
• Shame -  an experience of viewing yourself negatively because of how you would 
like to be or how you think others see you
• Social rank -  how you view yourself in relation to your peers
• Rumination -  a way of coping with negative feelings by repetitively thinking about 
them or what has caused them
• Depression -  a type of mood disorder in which a person experiences great sadness, 
worthlessness and guilt and finds daily life overwhelmingly difficult
Shame is normal and we all experience it some of the time. However, research suggests 
that when a person experiences high levels of shame it can lead to depression. This 
research was designed to understand whether social rank and rumination have an impact 
on the connection between shame and depression in adolescents. Previous research 
suggests that this is the case with adults but it is possible that the relationship is different in 
adolescents particularly because perceptions of how you see yourself in relation to others 
may be more important at this time. Understanding the relationship between these 
variables is important because if we understand more about how the experience of shame 
might be related to depression in adolescents we can use this information to help young 
people who experience feelings of shame or depression.
If taking part in this research has made you feel upset you may wish to talk to someone. 
You could talk to your form tutor or the school/college counsellor. If you feel very 
distressed you may need to contact your GP. You could also contact one of the following 
organisations for support by telephone or online via email:
The Samaritans 08457 90 90 90 io@samaritans.org
Childline 08001111 http://www.childline.org.uk/Talk/Pages/Email.aspx
Youth2Youth Helpline 020 8896 3675 http://www.vouth2vouth.co.uk/email.htm 
Connexions 080 800 13 2 19
The following website also has information for young people on mental health and 
emotional well-being: http://www.voungminds.org.uk/for children young people
If you have any other questions about this research you can ask me today or alternatively
you can contact me or my university supervisor using the information below.
Researcher
Jemeela Savage
Trainee Clinical Psychologist
Department of Psychology
University of Surrey
Guildford
GU2 7XH
i.hutchfield(a)surrev.ac.uk
Supervisor
Mary John
Registered Clinical Psychologist 
PsychD Programme Director 
Department of Psychology 
University of Surrey 
Guildford 
GU27XH
m.iohn@surrev.ac.uk 
01483 689441
Ethics approval
Faculty of Arts and Human Sciences 
Ethics Committee
Chair’s Action
Ref:
Name of Student:
Title of Project:
Supervisor:
Date of submission:
Date of re-submission:
The above Project has been submitted to the FAHS Ethics Committee.
A favourable ethical opinion has now been given.
Signed:
Œ Adrian Coyle"
Chair
704-PSY-12 (with conditions)
JEMEELA SAVAGE
Shame and depression in adolescence: do 
rumination and social rank mediate this 
relationship?
MARYJOHN
26™ JANUARY 2012
Dated: 2 3 r<i Feb'-oo>-y 2.0«2.
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6.6 Simple mediation models for the indirect relationships between the ESS and
CESD through the IES-R-1, RRS-R, ASBS and ASCS.
Testing steps in mediation model B SE B p
Mediator: IES-R-1
Step 1 .46 .06 <.001
Step 2 .45 .23 <.001
Step 3 .23 .04 <.001
.38 .06 <.001
(Sobel z =3.24, p=.0012)
Mediator: RRS-R
Step 1 .46 .06 <.001
Step 2 .68 .07 <.001
Step 3 .35 .05 .004
.34 .07 <.001
(Sobel z =4.20, p<.0001)
Mediator: ASBS
Step 1 .46 .06 <.001
Step 2 .92 .07 <.001
Step 3 .36 .05 <.001
.29 .09 .001
(Sobel z =3.28, p<.0001)
Mediator: ASCS
Step 1 .46 .06 <.001
Step 2 -1.3 .15 <.001
Step 3 -.20 .03 <.001
.34 .08 <.001
(Sobel z =-3.93, p<.0001)
Step 1: IV to DV, Step 2: IV to M ediator, Step 3: M ed iator to DV and IV to DV controlling for M ed iator
Sobel z and its associated p value relate to  the significance of the difference between B in step 1 and 
step 3. If p<.05 mediation is considered to  be significant according to  this test.
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6.7 Simple mediation models for the indirect relationships between the OAS and
CESD through the IES-R-1, RRS-R, ASBS and ASCS.
Testing steps in mediation model B SE B p
Mediator: IES-R-1 
Step 1 
Step 2 
StepS
(Sobel z =3.34, p=.0008)
Mediator: RRS-R 
Step 1 
Step 2 
Step 3
(Sobel z =5.19, /K.OOOl)
Mediator: ASBS 
Step 1 
Step 2 
Step 3
Sobel z =4.89, pc.OOOl)
Mediator: ASCS 
Step 1 
Step 2 
Step 3
(Sobel z =-4.73, pc.OOOl)
Step 1: IV to DV, Step 2: IV to M ediator, Step 3: M ed iator to  DV and IV to  DV controlling for M ed iator 
Sobel z and its associated p value relate to  the significance of the difference between B in step 1 and 
step 3. If pc.05 mediation is considered to  be significant according to  this test.
.43 .05 c.001
-.89 .13 c.001
-.20 .03 c.001
.36 .06 c.001
.43 .05 c.001
.68 .06 c.001
.36 .05 c.001
.33 .06 c.001
.43 .05 c.001
.52 .06 c.001
.32 .05 c.001
.36 .05 c.001
.43 .05 c.001
.36 .10 c.001
.22 .04 c.001
.38 .05 c.001
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6.8 Simple mediation models for the indirect relationships between the Event and
CESD through the IES-R-1, RRS-R, ASBS and ASCS.
Testing steps in mediation model B SEB
Mediator: IES-R-1 
Step 1 
Step 2 
Step 3
(Sobel z =3.24, p=.0012)
Mediator: RRS-R 
Step 1 
Step 2 
Step 3
(Sobel z =2.78, p=.005)
Mediator: ASBS 
Step 1 
Step 2 
Step 3
(Sobel z =2.60, p=.0093)
.16
.36
.23
.38
.16
.21
.36
.23
.16
.23
.36
.09
.03
.06
.04
.04
.03
.04
.05
.03
.03
.04
.05
.03
<.001
<.001
<.001
<.001
<.001
<.001
<.001
.001
<.001
<.001
<.001
.003
Mediator: ASCS 
Step 1 
Step 2 
Step 3
(Sobel z =-3.93, p<.0001)
.16
-.21
-.21
.11
.03
.08
.03
.03
<.001
.013
<.001
.001
Step 1: IV to DV, Step 2: IV to M ediator, Step 3: M ed iator to DV and IV to  DV controlling for M ed iator 
Sobel z and its associated p value relate to  the significance o f the difference between B in step 1 and 
step 3. If p<.05 mediation is considered to  be significant according to  this test.
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6.9 Simple mediation models for the indirect relationships between the ASBS and CESD
through the ESS, OAS and Event
Testing steps in mediation model B SEB p
Mediator: ESS
Step 1 .35 .05 <.001
Step 2 .58 .04 <.001
Step 3 .47 .06 <.001
.19 .07 .005
(Sobel z =2.61, p=.0091)
Mediator: OAS
Step 1 .35 .05 <.001
Step 2 .65 .06 <.001
Step 3 .43 .05 <.001
.16 .06 .007
(Sobel z =2.57, p=.0102)
Mediator: Event
Step 1 .35 .05 <.001
Step 2 .37 .11 <.001
Step 3 .16 .03 <.001
.31 .05 <.001
(Sobel z =4.68, p<.0001)
Step 1: IV to DV, Step 2: IV to  M ediator, Step 3: M ed iator to DV and IV to  DV controlling fo r M ed iator 
Sobel z and its associated p value relate to the significance o f the difference between B in step 1 and 
step 3. If p<.05 mediation is considered to be significant according to  this test.
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6.10 Simple mediation models for the indirect relationships between the ASCS and CESD
through the ESS, OAS and Event
Testing steps in mediation model B SEB P
Mediator: ESS
Step 1 -.19 .03 <.001
Step 2 -.25 .03 <.001
Step 3 .48 .07 <.001
-.11 .03 .001
(Sobel z =3.24, p=.0012)
Mediator: OAS
Step 1 -.19 .03 <.001
Step 2 -.24 .03 <.001
Step 3 .44 .05 <.001
-.09 .03 .002
(Sobel z =2.74, p=.0061)
Mediator: Event
Step 1 -.19 .03 <.001
Step 2 -.18 .07 .013
Step 3 .15 .04 <.001
-.19 .03 <.001
(No sobel z score was calculated since there was no reduction in B between step 1 and the
final model)
Step 1: IV to DV, Step 2: IV to M ediator, Step 3: M ed iator to  DV and IV to  DV controlling for M ed iator 
Sobel z and its associated p value relate to  the significance of the difference between B in step 1 and 
step 3. If p<.05 mediation is considered to be significant according to  this test.
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Research Log
1 Formulating and testing 
hypotheses and research 
questions
Service Related Research Project (SRRP) - An 
effective means to integrate reflective practice into 
acute mental health care settings (How can the 
usefulness of reflective practice sessions in acute 
settings be maximised?)
Major Research Project (MRP) -  Do rumination and 
social rank mediate the relationship between 
shame and depression in adolescents?
2 Carrying out a structured 
literature search using 
information technology and
literature search tools
Qualitative Research Project (QRP) - Does working 
in an eating disorder service have an impact on 
therapist body image?
Literature Review -  Attachment and borderline 
personality disorder: A review of recent studies.
MRP-see above.
3 Critically reviewing relevant 
literature and evaluating 
research methods
Literature review -  see above.
MRP-see above.
Critical review of literature for clinical case reports.
4 Formulating specific research 
questions
SRRP
QRP
MRP
5 Writing brief research proposals SRRP proposal.
6 Writing detailed research 
proposals/protocols
MRP proposal.
7 Considering issues related to 
ethical practice in research, 
including issues of
diversity, and structuring plans 
accordingly
Considering ethical issues for SRRP, QRP and MRP. 
Adhering to ethical principles of research as 
outlined by BPS for all projects.
8 Obtaining approval from a 
research ethics committee
Obtaining University ethical approval for MRP.
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9 Obtaining appropriate 
supervision for research
Agreeing contract of supervision of MRP with 
PsychD Programme Director.
10 Obtaining appropriate 
collaboration for research
SRRP - Collaborating with ward managers in an 
acute psychiatric inpatient setting.
QRP -  collaborating with other trainees on group 
project.
MRP -  collaborating with school staff.
11 Collecting data from research 
participants
SRRP -  conducting focus groups.
QRP - conducting semi-structured interview.
MRP -  collecting quantitative questionnaire data.
12 Choosing appropriate design for 
research questions
SRRP
QRP
MRP
13 Writing patient information and 
consent forms
SRRP
QRP
MRP
14 Devising and administering 
questionnaires
MRP
15 Negotiating access to study 
participants in applied NHS 
settings
SRRP -  negotiating access to ward staff.
16 Setting up a datafile MRP-SPSS data file.
17 Conducting statistical data 
analysis using SPSS
MRP-correlation, t-tests, multiple, mediation and 
bootstrapping.
18 Choosing appropriate statistical 
analyses
SRRP -  thematic analysis.
QRP -  Interpretive Phenomenological Analysis 
(IPA).
MRP-see above.
19 Preparing quantitative data for 
analysis
MRP -  transforming variables, checking for outliers.
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20 Choosing appropriate 
quantitative data analysis
MRP-see above.
21 Summarising results in figures 
and tables
MRP
22 Conducting semi-structured 
interviews
QRP
23 Transcribing and analysing 
interview data using qualitative 
methods
SRRP-focus groups.
QRP-semi-structured interview.
24 Choosing appropriate 
qualitative analyses
SRRP
QRP
25 Interpreting results from 
quantitative and qualitative 
data analysis
SRRP
QRP
26 Presenting research findings in a 
variety of contexts
SRRP -  in psychology meeting, to ward staff, to 
trainees in year below.
MRP -  full write up, brief write up to participating 
schools, plan to write up for journal publication.
27 Producing a written report on a 
research project
SRRP
QRP-joint report. 
MRP
28 Defending own research 
decisions and analyses
MRP Viva.
29 Submitting research reports for 
publication in peer-reviewed 
journals or edited book
Planned for MRP.
30 Applying research findings to 
clinical practice
SRRP -  development of materials to aid facilitation 
of reflective practice in acute settings.
QRP -  considering effects of body image work in 
supervision.
MRP -  awareness of shame and social rank issues in 
work with adolescents.
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Qualitative Research Project Abstract 
Background
Body image disturbance is central to the diagnosis of eating disorders and one of 
the most challenging symptoms to treat. However, concerns over body image are 
common among the majority of women in modern society (Main and Kelly, 2005). 
For therapists working in eating disorders services there may be personal 
consequences in terms of body image. Indeed, those with experience of working in 
such services have noted that clinicians with no previous history of eating disorders 
or image problems can feel compelled to scrutinise themselves and think critically 
about their own body, weight and eating habits (Costin, 2009). Despite this, no 
research could be found which formally investigates the personal impact of working 
with people with eating disorders on the therapist's own body image.
Objective
To investigate the impact of working with a client with an eating disorder on the 
therapist's body image.
Method
Five trainee clinical psychologists who had worked with at least one client with an 
eating disorder were recruited to the study. Participants were interviewed using a 
semi-structured interview schedule.
Results
Interview transcripts were analysed using Interpretative Phenomenological Analysis 
(IPA; Smith et al., 1999). Three superordinate themes emerged: comparisons made 
between the therapist and client; increased awareness about self, others and eating 
disorders generally; and behavioural change experienced by the therapist.
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Conclusion
This study highlights the personal impact for the therapist of working with clients 
with eating disorders. It points to the importance of self-reflexivity and adequate 
time for reflection in relation to the personal impact of this work.
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